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REPORT OF A COMMITTEE OF THE SECTION OF 
OBSTETRICS AND GYNAECOLOGY OF THE ROYAL 
SOCIETY OF MEDICINE, LONDON, ON THE “PROG- 
NOSIS AND TREATMENT OF PUERPERAL SEPSIS.” 


. Brief account of procedure. 
. 4tiology. 
. Clinical features, measure of severity. 
. A study of the cases in which streptococci were found in the 
blood. 
. Treatment. 
. Duration of life in fatal cases after onset of pyrexia. 
. Post-mortem findings, 
. Serious cases in which recovery took place. 
g. Summary, prognosis. 


WE were asked to prepare a Report, on as large a number of cases 
of puerperal sepsis as possible, which would serve as a basis of 
discussion at the Meeting of the Congress on April 22nd. We 
sent out a large number of forms with numerous headings under 
which details of cases of puerperal sepsis were to be entered, and, 
on the suggestion of the North of England Committee, laid down 
rules as to what cases were to be considered suitable to be recorded, 
as follows :—‘‘ Reference is made only to cases arising within the 
first twenty-one days of the puerperium from infections of the 
placental site or from lacerations of the genital canal. Positive 
indications of blood infections should be taken to be one or more 
of the following : (1) Isolation of the organism, by blood-culture. 
(2) Prolonged pyrexia. (3) Repeated rigors. (4) Pyzmia, includ- 
ing septic pneumonia. (5) Death from puerperal fever irrespective 
of ante-mortem symptoms.’’ The response from some parts of the 
country was most encouraging to the continuance of this form of 
collective investigation, while the response from other parts was 
meagre in the extreme. Altogether details of 408 cases were sent 
in. A careful process of selection reduced the numbers to 240. 
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Some had to be excluded as not showing sufficient evidence of 
blood infection, others because the notes were not sufficiently full. 
In a great many of the cases some of the details asked for were 
missing. This was inevitable, as in few, ift'any, Institutions are 
septic puerperal cases allotted to students for routine history-taking 
and note-taking, and the officers in charge of these cases have 
usually more urgent duties than that of taking comprehensive notes. 

The Report is based on analyses of these 249 cases, in which 
recovery took place in 160, and death in 89. (We do not wish it to 
be thought for a moment that we consider that these figures prove 
that 64 per cent. of cases of puerperal sepsis recover and 36 per 
cent. die!) The original arrangement was that the North of 
England Report, which was to be printed separately, should be 
blended with this Report, but it was decided later that if this 
blending was to be carried out it would have to be done after the 
meeting of the Congress, as it might be necessary to spend a good 
deal of time over it in case the selection of cases had been made 
more drastically by one Committee than by the other. 

We are acutely conscious of the shortcomings of this Report 
and feel that it is a poor result of the immense amount of time and 
labour given to its preparation, but we think that some of our 
findings may prove to be of interest, and that the Report may fulfil 
its function of providing a basis for some parts of the discussion. 
We propose to give the results of the analysis of the 249 cases 
under the headings of (1) Aetiology. (2) Clinical features, measure 
of severity, and prognosis. (3) A study of the records of cases in 
which streptococci were found in the blood. (4) Post-mortem 
findings. (5) Duration of life in fatal cases after onset of pyrexia. 
(6) Treatment. (7) Some cases of interest in which recovery took 
place. 

We wish to express our gratitude to those who took the trouble 
to fill up and send us completed forms, and wish that there were 
more of them to be thanked. 

AETIOLOGY. 

Under this heading may be considered (a) Exhaustion. (b) 
LLaceration and bruising and manipulation. (c) Manual removal 
of the placenta. (d) Ante-partum and post-partum hemorrhage. 
(e) Albuminuria. (f) Autogenous infection. (g) Infection by 
direct or indirect contact with other cases of sepsis. 

A statement which is frequently heard at consultations is that 
puerperal sepsis occurs in cases in which the labour has been left 
to nature, the medical attendant possibly not even making a vaginal 
examination, and that cases in which a great deal has to be done 
seldom “‘ go wrong.’’ Our figures do not at all bear out the latter 
part of this view, but show that in 25 per cent. of cases there is no 
obvious zetiological factor present, 
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In 160 cases in which recovery took place there were 42, or 
26 per cent., and in 87 fatal cases there were 19, or 22 per cent., in 
which the labour could be said to be normal and spontaneous with 
no special risk of infection from lacerations, cervical or vaginal 
discharge, or from other cases. This is the group which presents 
the greatest problem. 

(a) In the cases in which recovery took place the labour was 
said to be prolonged in 16 cases. In one of these cases it apparently 
finished spontaneously. The mode of delivery in the other cases 
was forceps, 3; forceps, craniotomy, tear, 1; forceps, manual 
removal of placenta, 1; pubiotomy, sloughing of vagina, 1; breech, 
1; breech, laceration, 1; breech, blunt hook, very severe laceration, 
1; extensive laceration, 1; craniotomy, 5. 

In 65 fatal cases excessive length of the labour is noted in 7 
cases; protracted labour, pubiotomy, forceps, 1; protracted labour, 
forceps, episiotomy, perineal tear, 1; protracted labour, putrid 
liquor amnii, episiotomy, forceps tear, 1; long impaction of head, 
craniotomy, 1; long impaction of shoulder, version, 1; prolonged 
labour, six days, 1; prolonged breech extraction, 1. 

Exhaustion was probably a factor in many other cases, e.g., 
‘* Obstructed labour, forceps,’’ ‘‘ Forceps applied four times, tear,”’ 
‘* Forceps, cephalotripsy, bladder injured, terrible tearing,’’ ‘‘ Many 
attempts at delivery by the forceps and version,’’ ‘‘ Impacted 
shoulder, internal version, small tear of anterior wall of uterus,’’ 
etc. It may be taken that in any forcible method of delivery which 
resulted in extensive laceration exhaustion may have been present. 


(b) LACERATION, BRUISING AND MANIPULATION, 

In 160 cases in which recovery took place there were 42 cases of 
normal, spontaneous labour with no tear, with no retention of a 
portion of placenta, no gonococcal or cervical discharge, and no 
direct or indirect contact with septic cases, i.e., 26 per cent. in which 
there was no suggestion of a source of infection, except that in 
some cases the recorder blamed the midwife or the doctor, on what 
evidence we do not know. 

In the other 118 cases abnormalities or interferences were as 
follows :— 


Spontaneous labour with laceration of the perineum, vagina, 
cervix, 21. 


Spontaneous labour, portion of placenta retained, 3. 
Gonorrhoea, spontaneous labour, 4 (one with tear of cervix). 
Gonorrhoea and manual removal of placenta, 1. 
Contact with other septic cases, spontaneous labour, 8. 
” - forceps, 13 tear, 1. 
- » spontaneous labour, portion 
placenta retained, 1. 
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Breech with extended legs, 1. 

Difficult breech, lacerated perineum, 1. 

Breech, extended arms, ruptured perineum, 1. 

Forceps, with some laceration in most cases, 33 (1 with inversion 
of the uterus not discovered for 26 days, and 1 with retention 
of a portion of placenta). 

long labour, 16 cases (vide supra). 

Forceps with manual removal of the placenta, 3. 

Forceps, version, tear of cervix, manual removal of the placenta, 1. 

Forceps and version, 1. 

Placenta previa; plugging, 1; forceps, 1; version, 1; version and 
manual removal of the placenta, 1, 

Induction of labour, 2. 

Internal version, 1. 

Recto-vaginal fistula, 1. (No note as to cause.) 

Ceesarean section, 2. 

Packing vagina, 4. 

‘* Adherent placenta,’’ 1. 

Post-partum hemorrhage with manual removal of placenta, 1 

¥ i » small tear, 1. 

Manual removal of placenta after spontaneous labour, 10 (1 with 

torn cervix). 


Thus there was some extra risk of infection in no less than 
74 per cent. of the cases in which recovery took place, and in 21 
cases or 13 per cent. of the whole number the placenta was removed 
by hand. In 37 cases at least there was some laceration. 

These figures may be analyzed from another point of view, viz., 
““What amount of interference had there been in the labours of 
patients who became infected and recovered ?’’ Cases in which 
lacerations occurring in spontaneous labour were sutured, and in 
which a portion of retained placenta was removed, are not included 
under the term ‘‘ interference in labour.’? (We do not suggest 
that the interference was unnecessary in the circumstances and are 
making no criticism but are simply recording facts from the figures 
given above). Out of 160 labours of patients who recovered there 
was interference in 78, or 49 per cent. The forceps was used, 
frequently with resulting laceration, sometimes followed by 
craniotomy or version, in 44 cases. Version was performed in four 
cases, craniotomy in six cases, Czesarean section in two cases, and 
pubiotomy in two cases. Labour was induced in six cases, 
assistance was given with the breech in advance in five cases. In 
one case the patient tried to bring on labour herself by intra- 
vaginal manipulations. In 21 cases the placenta was removed 
manually, 
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Out of 87 fatal cases, labour was spontaneous and normal in 19, 
spontaneous with laceration of the perineum, vagina or cervix in 9, 
spontaneous with retention of a portion of placenta in 5, spotaneous 
with bleeding in 2, spontaneous with ‘‘ contact ’’ in 5, i.e., sponta- 
neous in 40 or 46 per cent. (One of the ‘‘ spontaneous and normal”’ 
labours was followed by gangrene oj the vagina and uterus.) 

In the remaining 47 cases, or 54 per cent., labour was abnormal, 
Tie details are as follows :— 


ABNORMAL LABOUR IN 87 FATAL CASES. 

‘* Assisted labour,’’ no details as to method. 

Forceps, 2 cases. 

Forceps, tear, 4 cases. 

Forceps, vesico-vaginal fistula, 1 case. 

lorceps applied four times, perineum torn, 1 case. 

Forceps and manual removal of placenta, 1 case. 

Forceps, tear and manual removal of placenta, 1 case. 

Difficult labour, forceps, 1 case. 

Obstructed labour, forceps, 1 case. 

Prolonged labour, putrid liquor amnii, forceps, episiotomy, tear, 

Numerous examinations, forceps, I case. 

Vaginal discharge, forceps, 1 case. 

Post-maturity, induction of labour, forceps, 1 case. 

Induction of labour, forceps, 1 case. 

Forceps, perforation, craniotomy, I case. 

Protracted labour, pubiotomy, forceps, 1 case. 

Forceps, cephalotripsy, vesico-vaginal fistula, terrible tearing, 1 case. 

Long impaction of head, craniotomy, 1 case. 

Forceps, version, torn cervix and vagina, 1 case. 

Bag, version, torn cervix and vagina, I case. 

Many attempts at delivery by forceps and version, I case. 

Induction of labour by packing vagina, cervix and lower uterine 
segment, I case. 

Forceps after induction of labour, 1 case. 

Induction of premature labour, version, 1 case. 

long impaction of shoulder, version, slight rupture of anterior wall 
of uterus, I case. 

Version, I case. 

Prolonged labour, six days, 1 case. 

Caesarean section, I case. 

Prolonged breech extraction, 1 case. 

Difficult breech extraction, tear of perineum, 1 case. 

Very difficult breech extraction, forceps to after-coming head, 
severe tear, manual removal of placenta, 1 case. 

“ Patient’s own efforts to bring on labour,”’ 1 case. 
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Manual removal of placenta, without other operation, 5 cases. 
Placenta przevia, with no notes as to treatment, 3 cases. 
és “ bipolar version, manual removal of placenta, 1. 
i ‘4 plugging and version, 1 case, 
In 12 cases at least laceration is mentioned. 
In 13 fatal cases there was manual removal of the placenta, 7.e., 
in 15 per cent. 
Another analysis of the 87 fatal cases is as follows :— 
Spontaneous labour with no suspected source of infection except 
laceration in some cases and some excessive bleeding, 30 cases. 
(1 curetted on ninth day, 1 explored.) 
Spontaneous labour, contact, 5 cases. 
Spontaneous labour, with retention of a portion of placenta, 5 cases. 
Czesarean section, I case. 
Forceps, version, craniotomy, induction of labour, etc., 28 cases. 
(1 contact case.) 
Prolonged labour, extraction, 2 cases. 
Placenta praevia, 5 cases. 
Manual removal of placenta, without other interference, 5 cases. 
Breech labour, forceps to after-coming head, severe tearing, manual 
removal of placenta, 1 case. 
Breech labour, difficult, 2 cases. 
Vaginal packing for P.P.H., 1 case. 
Vaginal discharge and forceps, 1 case. 
(No case is mentioned twice in the above list.) 


In 47 fatal cases out of 87 there was interference in the labour, 
i.c., in 54 per cent. 

In 57 fatal cases out of 87 there was some special risk of infec- 
tion (retention of a portion of placenta after spontaneous labour 
being included and tearing in spontaneous labour being excluded), 
i.e., in 65 per cent. of cases, 

An analysis of the 160 non-fatal and 87 fatal cases taken together 
gives the following figures :— 

Out of 247 cases labour was spontaneous in 122, or 49.4 per cent. 

Out of 247 cases there was interference in labour in 125, or 50.6 
per cent. 

Excluding laceration in spontaneous labour there was some 
special risk of infection in 154 cases, or 63 per cent. 

Including laceration in spontaneous labour there was some special 
risk of infection in 186 cases, or 75 per cent. 


MANUAL REMOVAL OF THE PLACENTA. 
It is difficult, by statistics, to show with much accuracy the 
frequency with which manual removal of the placenta was followed 





Congress of Obstetrics and Gynecology 207 


by septic infection because in many cases the relative importance 
of this factor was complicated by the performance of other manipu- 
lations or operations. The placenta was removed manually in 34 
cases, 21 non-fatal, and 13 fatal. 

Among the non-fatal cases the placenta was removed manually 
in 16 cases after spontaneous labour. In one of these the cervix 
had been torn, in one there was a sloughing perineal tear, and in 
one case there was albuminuria, and in one case there was “‘ latent 
gonorrheea.”’ In several cases there had been post-partum hamor- 
rhage of varying degree, and in some the placenta was not removed 
until several hours after the birth of the child. 

The other cases were :— 

Forceps, manual removal, 2. 
Forceps failed, version, manual removal, 1. 
Placenta previa, version, manual removal, 1. 

Among the fataf cases the placenta was removed manually, 
without other operation, in seven cases, in one of which post- 
partum hemorrhage is recorded. One of the spontaneous cases 
was followed by gangrene of the vaginal wall and uterus. The 
other cases were :— 

Forceps, 1. 

Forceps, tear and severe post-partum hamorrhage, 1. 

Placenta previa, plugging and bipolar version, 1. 

Very difficult labour with the breech in advance, forceps to the 
after-coming head, severe laceration, 1. 

Induction of labour by a bag, 1. 


** CONTACT ’’ CASES. 

Direct transference of infection from one patient to another, 
which formerly bulked so largely as the cause of puerperal fever, 
was directly observed and traced in 15 cases, and in one other case 
the evidence was doubtful. 

Contagion, therefore, accounts for an incidence of 6 per cent. 
in the whole series. The first series of ‘‘ contacts ’’ is of sufficient 
interest to report in full :— 

The infecting case, 

Mrs. M. O’C. came into labour with pyrexia already developed, 
with a pleural effusion and superficial thrombosis of arms and legs. 
There were three rigors. Labour was normal and no examination 
was made. This patient recovered. 

The infected cases. 
1. Normal labour, no streptococcus found in the blood—recovery. 
2. Normal labour, one rigor, no streptococcus found in the blood 
—recovery. 
3. Indirect contact with Mrs. M. O’C. for 24 hours. Normal 
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labour. Hemolytic streptococcus, no rigors, general peri- 
tonitis—died seventh day. 

4. Indirect contact. Czesarean section. Blood culture yielded 
hemolytic streptococcus. No rigors. Died on the 84th day. 

5. Normal labour. Hemolytic streptococcus. No _ rigors, 
general peritonitis—died on the 13th day of puerperium. 

6. Easy normal labour, simple laceration of perineum, blood 
negative, no rigors, general peritonitis—died 11th day of 
puerperium, 

The comment made by the obstetrician reporting this series is 
as follows :— 

‘* All the above developed close together, having been confined 
with Mrs. M. O’C., who had ante-partum pyrexia. Not strictly 
isolated, but no connection between nurses examining the cases 
could be found, and no examination was at any time made on 
Mrs. M. O’C. But there was a certain amount of common mixing 
during the actual labours of the six secondary cases, extending over 
periods of from 12 to 24 hours, after which these cases were removed 
to separate wards.”’ 

This series with its enlightening commentary serves to show 
how subtle may be the means of infection by contagion. The 
infecting woman was never examined vaginally, yet her mere 
presence within the radius of the ordinary traffic of the wards was 
sufficient to disseminate serious and fatal infection. 

The other series were as follows :— 

Infecting case. 

1. Forceps labour, temperature 105° F., one rigor, fairly severe ill- 

ness—recovery. 
Infected cases. 

1. (a) Normal labour—infected by same nurse—recovery. 

(b) Normal labour—infected by the same nurse—recovery. 

Infected by student having a carbuncle :— 

(a) Normal labour, temperature 105.8° F.—recovery. 

(b) Breech labour, with extended legs, easy delivery, tempera- 
ture 105.8° F.—recovery. 

. Contracted from a case of streptococcal infection, one case, 

recovery. 

. Infecting case :— 

Normal labour, blood contained streptococci, one rigor— 
recovery. 

Infected cases. 

(a) Normal labour, blood contained streptococci—recovery. 

(b) Normal labour, blood contained streptococci—recovery. 

(c) Forceps delivery, blood contained streptococci—recovery. 

5. Infected by a non-venereal ( ? streptococcal) case of pemphigus 

neonatorum :~-One case, died. 
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It will be noticed that, in spite of the commonly accepted view 
that secondary cases are usually of fulminating severity, of the 15 
cases of contact infection only five died, a mortality of 33 per cent. 
as compared with 36 per cent. for the whole series. 


AUTOGENOUS INFECTION. 

The important question of the frequency and danger of auto- 
genous infection as a cause of puerperal sepsis cannot, unfor- 
tunately, be elucidated by this enquiry. Any opinions on the 
ztiological possibilities of this form of infection must rest upon 
evidence specially collected ad hoc, and such evidence can only be 
obtained by detailed investigation of women before labour, coupled 
with observation of the puerperium afterwards. 

The data supplied to us in this series of cases give the 
occurrence of septic foci in the body as possible causes of puerperal 
sepsis in only five cases, in none of which was there any identifica- 
tion of the focal organism with the causative agent of the puerperal 
infection, 

It is possible, if not probable, that some of the cases recorded 
in this report as arising after prolonged and exhausting labour or 
hemorrhage may have developed puerperal fever by reason of the 
diminished resistance of the patient failing to hold in check 
organisms which had been long resident in her body. 

In spite of the absence of serious consideration of autogenous 
infection in this Report, we wish, however, to suggest that some 
exact work to clear up this question is urgently needed, for until it 
is definitely known what proportion of cases can be ascribed to 
autogenous infection, our ideas of the correct prophylaxis of 
puerperal sepsis cannot be complete. 

Of the series of 249 cases, five cases only were reported as being 
suspected of autogenous infection. They are as follows :— 

Recovered. 
Gonococci in the cervix and normal labour—3 cases. 
Cervical discharge with precipitate labour, and no examination 
made—1 case. 
Died. 
Calculous pyelitis and induction—1r case. 

The urine of this patient contained a streptococcus which was 
later identified by sugar reactions with the organism recovered 
from the blood and uterine cavity. 


H]f#&MORRHAGE IN LABOUR. 

The generally accepted view that hamorrhage in labour plays a 
serious part in the ztiology of puerperal sepsis directly by lowering 
resistance, and indirectly by involving the patient in manipulative 
treatment, is borne out by the results of this inquiry. 





210 Journal of Obstetrics and Gynecology 


Of the whole series, 20 patients are notified as having had 
hemorrhage, either before or after labour, to a pathological degree. 
The analysis is as follows :— 


1. Ante-partum Hemorrhage. 
Recovered, 

Placenta previa only—1 case. 

Placenta previa, plugging—1 case. 

Placenta previa, bipolar version, manual removal of 
placenta—1 case. 

Died. 

Placenta praeevia—1 case. 

Placenta previa, plugging, bipolar version, manual removal 
of placenta-—1 case. 

Placenta praevia, self-induction, plugging—1 case. (This 
patient had pyrexia and rigors before hemorrhage 
occurred or treatment undertaken.) 

Placenta previa and plugging—1 case. 

Placenta previa, bipolar version, manual removal of 
placenta—1 case. 


2. Post-partum Hemorrhage. 
Recovered, 

Post-partum hemorrhage —2 cases. 

Post-partum hemorrhage, forceps, manual removal of 
placenta—1 case, 

Post-partum hzmorrhage (excessive), manual removal of 
placenta—1 case. 

Died. 

Induction, secondary post-partum hemorrhage—1 case. 

Post-partum hemorrhage, albuminuria—1 case. 

Post-partum hemorrhage, albuminuria, induction—1 case. 

Post-partum hemorrhage, manual removal of placenta— 
I case. 

Post-partum hemorrhage (severe), forceps, manual removal 
of placenta—1 case. 

Post-partum hemorrhage, manual removal of placenta, 
exploration of uterus—1 case. 

Post-partum haemorrhage, exploration of uterus—1 case. 

Post-partum haemorrhage, packing, exploration of uterus— 
I case. 


Considering all cases of haemorrhage we find, therefore, that of 
20 cases 13 died, yielding a mortality of 65 per cent., while the 
incidence of haemorrhage as an etiological factor in the whole series 
stands at about 8 per cent. 
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ALBUMINURIA. 

The presence of albuminuria was noted in 14 cases, but in most 
of them there was no account of the amount of albumin or the 
co-existence of other signs of toxzemia, which, if recorded, might 
furnish evidence as to how far the albuminuria was a real factor in 
the etiology or merely an incident. 

It is perhaps worth while recalling that out of 80 fatal cases of 
eclampsia reported by the Committee of Obstetrics and Gynecology 
of the Royal Society of Medicine, only one death was directly 
attributable to sepsis, namely, general peritonitis. 

The analysis of the patients is as follows :— 


Recovered. 
Albuminuria only—6 cases. 
Albuminuria and induction of labour—t1 case. 
Albuminuria and manual removal of placenta—1 case. 
Albuminuria and gonococci in the cervix—tr case. 
Died. 
Albuminuria only—1 case, 
Nephritis and general peritonitis—1 case. 
Albuminuria and pubiotomy with forceps—1 case. 
Albuminuria and induction with post-partum hamorrhage— 
I case. 
Albuminuria and post-partum hemorrhage—1 case. 


It is clear on examining the fatal cases that three of the five 
were complicated by other factors (such as hemorrhage and 
trauma) which were in themselves not only liable to predispsoe 
to sepsis, but also likely to lead to fatal issue. Of the patients 
who recovered, six out of nine were notified as having albuminuria 
only, ie., without any other of the conditions which ordinarily 
predispose to sepsis. 

From the comparatively few cases at our disposal, we may 
perhaps conclude therefore, that albuminuria does not play a great 
part in the causation of puerperal sepsis by lowering resistance, 
and that where albuminuria is the only condition present, the 
chances of recovery, other things being equal, are good. 


EXPLORATION OF THE UTERUS DURING THE PUERPERIUM, WITH OR 
WITHOUT CURETTING. 

We had hoped that this investigation might give some definite 
information about the risk attached to exploration of the uterus in 
cases of puerperal pyrexia. Unfortunately, however, the notes are 
in most cases too meagre to be of much value from this point of 
view, as they do not state, in most cases, the nature of the explora- 
tion, i.e., whether a retained portion of placenta was removed or 
not, and whether the uterus was curetted or not. 
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Exploration of the uterus is recorded in 15 cases, of which 12 
were fatal. Details are as follows :— 

Exploration on fourth day of pyrexia, sixth day of puerperium. 

Death five days later. 

Exploration on fifth day. 

Exploration on third day. Death on seventh day. 

Exploration on fourth day. Death on sixth day. 

Exploration, retained portion of placenta, secondary post-partum 

hemorrhage. Two cases. 
Manual removal of placenta, post-partum hemorrhage, explora- 
tion on fourth day. 

I:xploration, sloughing tear of perineum. 

Exploration, post-partum haemorrhage, 2 cases. 

Exploration on fifth day, blood clot removed. Death on 2othday. 

Exploration, retained portion of placenta. ‘‘ Symptoms worse 

after exploration.” 

These figures are small, but it is worthy of note that 80 per cent. 
of the cases in which the uterus was explored were fatal. The 
operation so far from doing good probably did harm in some oj 
them. We were agreeably surprised to find that exploration had 
been carried out in such a small number, as we had learned to 
regard it as a very dangerous procedure. It is interesting to note 
that retention of a portion of placenta played such a small part in 
the ztiology of the recorded cases. 


INDUCTION OF LABOUR. 
Among the 247 cases labour was induced in nine cases. Three 
of the patients recovered and six died. 
The fatal cases were : 
Albuminuria, bougies, secondary post-partum hzmorrhage. 
Albuminuria. 
Albuminuria, post-partum hemorrhage. 
Chorea. 
Champetier de Ribes’ bag, manual removal of the placenta. 
Autogenous infection, 
CLINICAL FEATURES. 
Onset of pyrexia, in 230 cases. 
o st 2nd 3rd 4th 5th 6th 7th 8th goth roth rath 13th 16th 
4R 7R 25R 3 RiuiR 8R 5R 5Ri1R 7R 3R t«R oR 
4D 13D 14D 22D 17D 4D 3D 2D 2D oD 1D 2D 
The above table shows the day on which the pyrexia started in 
cases in which recovery took place (R) and in which death occurred 
(1d). (o=the day on which the labour finished.) 


7 
5 


» 
7R 
) 


It will be seen that in 25 per cent. the onset was on the third 
day; in 20 per cent. on the fourth day. In 83 per cent. the onset 
was in the first five days. 
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The next table shows the percentage of cases in which the onset 
occurred on each of the first seven days. 

oO I 2 3 4 5 6 
3R 5h I7R 25R 22R 8R 5R 
5D 15D 17D 20D 20D 5D 4D 

(In 15 per cent. of the fatal cases the onset of pyrexia was on the 
day after delivery, etc.) 

It will be seen that, except on the day after delivery, there is 
very little difference between the percentages of non-fatal and fatal 
cases. 

DEGREE AND CHARACTER OF THE PYREXIA. 

In 107 cases the pyrexia was said to be remittent. Among 
these cases there were 73 recoveries and 34 deaths, 

In 61 cases the pyrexia was said to be persistent. Among these 
cases there were 34 recoveries and 27 deaths. 

Reduced to percentages :—- 

There were 68 per cent. of recoveries and 32 per cent. of deaths 
with remittent pyrexia. 

There were 56 per cent. of recoveries and 44 per cent. of deaths 
with persistent pyrexia. 

In 56 per cent. of the fatal cases there was a remittent type of 
pyrexia, and in 44 per cent. a persistent type. 

An analysis of the degree of pyrexia resulted in the finding that 
in cases in which recovery took place the average highest tempera- 
ture was 103.3° F., and that in fatal cases 103.2° F.! 

The degree of pyrexia is apparently of little prognostic value. 
A study of charts would be much more likely to provide useful 
information than a mere record of the character of the pyrexia and 
of its highest point. 

PULSE-RATE. 

With a pulse-rate under 140 per minute the fatal cases were 20 
out of 132, or 22 per cent. With a pulse-rate of 140 or over the 
fatal cases were 52 out of 94, or 55 per cent. 

With a pulse-rate of 110 and under 96% recovered, 4% died. 
120 79% $5 21% 
130 60% mm 4o%  , 
140 58% 


150 29% re 7) tes 


160 17% a 83% ,, 
The above figures are very striking and suggest that the 
frequency of the pulse is of great importance from the point of view 
of prognosis. 
Ricors. 
In 205 cases there was a definite note as to presence or absence 
of rigors. In 118 cases the presence of rigors was noted. In S87 
cases the absence of rigors was noted. 
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In 58 per cent. of these rigors were present. In 42 per cent. of 
these rigors were absent. 

Of the 118 cases with rigors 78, or 66 per cent., recovered, while 
40, Or 34 per cent., died. 

Of the 87 cases without rigors 52, or 60 per cent., recovered, 
while 35, or 40 per cent., died. 

The mortality in the cases with one rigor was 36 per cent. 

The mortality in the cases with two rigors was 13 per cent. 

The mortality in the cases with frequent rigors was 38 per cent. 

The mortality in the cases with no rigors was 40 per cent. 


o rigor. I rigor. 2 rigors. Freq. rigors 
60% 27R 64% 3R 38R 62% 
40 15D 36% 2D 23D 38% 

Some may find these figures very difficult to believe, but it must 
be remembered that most, if not all, of the patients were being 
looked after by trained nurses. Where the patient or an inexperi- 
enced nurse might not consider that a rigor had occurred unless 
the bed had been shaken and the teeth had chattered, an experienced 
nurse would notice the altered appearance of the patient with a 
complaint of a feeling of chilliness, or of ‘“‘ cold water running 
down the spine,’’ with perhaps only a slight degree of shivering, 
would take the temperature and find a temporary rise to 104° F., 
105° F., or higher. 

We must take it that in the 87 cases in which “‘ no rigors ’’ was 
recorded rigors did not occur, though it is possible that in the 
records in which a dash —— was put in the column for rigors they 
may have occurred, but this element of doubt does not affect the 
fact that in 35 fatal cases there were no rigors. 

The presence or absence of rigors cannot be taken as an 
important prognostic sign. 


Day OF PUERPERIUM ON WHICH THE FIRST RIGOR OCCURRED. 
I 2 34 567 89 10 I! 12 13 14 1§ 16 17 18 19 20 21 
$2 Oe 55 33 4 et 2 tt I s  % 


6R 11R23R 7R 7K 38R3R3R2R 38R 2R IR IR IR 1R 
2D 7D 5D 2D 3D 2D2D 1D 1D 1D ID 1D 1D 


Total... vce “Ol 


The first rigor occurred :— 


In 8 per cent. of the total cases on the first day after labour, in 
17 per cent. on the second day, in 27 per cent. on the third, 
and g per cent. on the fourth. 

In 8 per cent. of the non-fatal cases on the first day after labour, 
in 15 per cent. on the second, 13 per cent. on the third, and 
g per cent. on the fourth. 

In 7 per cent. of the fatal cases on the first day after labour, 23 per 





Congress of Obstetrics and Gynzcology 215 


cent. on the second day, 17 per cent. on the third, and 7 per 
cent. on the fourth. 


The only useful fact shown by the above is that in fatal cases 
the rigors tended to occur early in the puerperium. 


Day of pvrexial period on which the first rigor occurred. 

I 2 2 4 5 6 7 8 9 10 II 
RDBRDRDRDRDRDRDRDRDRDRD 
4413 SS @#a2t4tZzortrer«é oF ree 2 
S72 3 3 

TOM sx ... 85 cases, 
In 67 per cent. of the total cases the first rigor occurred on the first 
day of the pyrexial period. 
In 71 per cent. of the non-fatal cases the first rigor occurred on the 
first day of the pyrexial period. 
In 62 per cent. of the fatal cases the first rigor occurred on the first 
day of the pyrexial period. 
SLEEP. 

Owing to a change in the headings we were not supplied with 
information as to the character of the patients’ sleep, after the first 
groups of forms had been returned, except that insomnia was noted. 

In 111 cases the character of the sleep is noted, good or fair in 
72, poor, bad or “insomnia ’’ in 49. 

Sleep. 
Good or fair. Poor or bad. 
12 R 
37 D 

Thus in cases in which the patient slept well the mortality was 
1g per cent.; in cases in which the patient slept badly the mortality 
was 75 per cent. 

In 16 cases in which insomnia was noted the mortality was 
81 per cent. 

TONGUE, 

Dryness of the tongue, according to most of the reports, seems 
to be of grave prognostic significance, but in a few of the forms 
sent in most of the patients who recovered were said to have dry 
tongues. Probably the dryness of the tongue in these cases was 
noted only on admission, before the patients had come under the 
care of skilled nurses. 


Dry tongue was noted in 72 cases, of which 33, or 46 per cent., 
were fatal. 

Vomiting was noted in only 4 cases, all fatal. 

Diarrhea was noted in 20 cases, in 17 of which, or 85 per cent., 
the patient died. 

Delirium was noted in 30 cases, in 26 of which, or 87 per cent., 
the patient died. 
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General peritonitis was noted in 16 cases, 15 of which, or 94 per 
cent., were fatal. 

Pneumonia was noted in 11 cases, of which 8, or 73 per cent., 
were fatal. 

Mania was noted in 5 cases, of which 3 were fatal. 


PyaMIC ABSCESSES, 

Pyzmic abscesses were noted in 13 cases during life, six of 
which, or 46 per cent., were fatal. 

In five cases, all of which recovered, abscesses developed in the 
buttock, at the site of quinine injections. 

This bears out the teaching that the formation of a fixation 
abscess indicates a rising resistance, and is of good prognostic 
significance. 

In one hospital, where several hundred quinine injections have 
been given, no abscesses developed except in one case in which an 
injection of ergotin before admission was thought to be responsible. 


THE RESULTS OF EXAMINATION OF THE BLOOD. 

In 53 cases streptococci were found in the blood. 

In 4 cases bacillus coli was found in the blood. 

In 79 cases the blood was said to be sterile. 

It would probably be more correct, in some of these cases, to 
say that streptococci were not found than that the blood was sterile, 
since in some of the positive cases streptococci were not found on 
the first or second examination but were found later. 

Of the 79 negative cases 16, or 20 per cent., died, 63, or 80 per 
cent., recovered. 

Of the 53 cases in which streptococci were found 35, or 66 per 
cent., died, 18, or 34 per cent., recovered. 

It will be seen that the mortality was more than three times as 
great when streptococci were found in the biood, as when they were 
not found. 


A Stupy OF CASES IN WHICH STREPTOCOCCI WERE FOUND IN 
THE BLoop. 
53 Cases. 18 Recovered. 


35 Died. 


35 Deaths. 
Rigors. 


O 1 2 3 4 Freq. Very freq. 


10°7°0+0:0: 6 a 
Pulse. 
120 130 140 150 
9 8 6 6 
General peritonitis, 10. 
Pneumonia, 4. 
Thrombophlebitis, 3. 


18 Recoveries. 
Rigors. 
oi1ia23a4%s 
vt 
Pulse. 
110 120 130 140 
2 4 I I 
General peritonitis, 0. 
Pneumonia, o. 


6 
I 


150 
I 
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Pyzemic abscesses, A.M.3, P.M. 3. Pyamic abscesses, 3. 
Albuminuria, 2. 
Dry tongue, 15 (in most of the 

others condition of tongue not 

mentioned). 
Manual removal of placenta, 2. Manual removalof placenta, 1 
Insomnia, 
Delirium, 
Diarrhoea, 4. 
Vomiting, 4. 


5- 
Il. 


It is interesting to note that, among 53 cases in whicii strepto- 
cocci were found in the blood, there were 20, or 38 per cent., in 
which there were no rigors. Sixteen of these cases were fatal and 
4 non-fatal, i.e., 80 per cent. of the ‘‘ blood-positive ’’ cases without 
rigors were fatal, and 20 per cent. non-fatal. 


LABOUR IN CASES WHICH RECOVERED WITH STREPTOCOCCI IN 
THE BLoop. 
Spontaneous labour, 2 cases. 
Spontaneous labour, with some post-partum hemorrhage, | case. 
Spontaneous labour, retained portion of placenta, exploration, 1 case. 
Spontaneous labour (contact), 2 cases. 
Breech labour, 1 case. 
B.B.A., post-partum hamorrhage, 1 case. 
Low forceps, I case. 
Forceps, I case. 
Forceps tear, 1 case. 
Forceps, vaginal lacerations, 1 case. 
Manual rotation, forceps, rupture of perineum, 1 case. 
Long labour, forceps (contact), 1 case. 
Hydrocephalus, forceps and version, 1 case. 
Placenta previa, plugging. 
Placenta previa, bipolar version, manual removal of placenta. 
Vagina and lower uterine segment packed to induce labour. 
In 8 out of the 18 cases there would seem to be some extra risk. 


LABOUR IN FATAL CASES WITH STREPTOCOCCL IN THE BLOOD. 

Easy and spontaneous, 1 case. 

Normal labour, 5 cases. 

Normal labour, exploration on sixth dav, 1 case. 

Normal labour, tear, exploration, 1 case. 

Normal labour, lacerated perineum, 5 cases. 

Normal labour (contact), 2 cases. 

Normal labour, some post-partum hemorrhage, intra-uterine 
douche fifth day, 1 case, 
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Normal labour, curetted on second day, lived seven days after, 1 
case. 

Long labour, spontaneous, torn perineum, I case. 

Forceps, 2 cases. 

Difficult forceps, 1 case, 

Forceps applied four times, torn perineum, 1 case. 

Obstructed labour, forceps, recto- and vesico-vaginal fistulae, 1 case. 

Forceps, sloughing of vagina, manual removal of placenta, 1 case. 

Long labour, forceps, much bleeding, cephalotribe pushed into 
bladder, 1 case. 

Placenta previa, plugging for 30 hours, 1 case. 

Placenta przevia, 1 case. 

Placenta previa, plugging, manual removal of placenta, 1 case. 

Induction of labour, 1 case. 

Czesarean section (contact), 1 case. 

Sloughing cervix and perineum, manual removal of placenta, 
case. 

‘* Removal of placenta,’’ 1 case. 

Sloughing cervix and perineum, evacuation of retained products, 
case. 

Second stage lasted six days, decomposed foetus removed, 1 case. 


In 20 cases out of 35 the labour seemed to entail no extra risk 
if cases of tear of the perineum in spontaneous and forceps labours 
are excluded from that category. 

If they are included there were 11 out of 35, or 31 per cent., in 
which, as far as the notes go, there was no special reason to 
apprehend danger. 


BACILLUS COLI IN THE BLOop, 
In 4 cases Bacillus coli was found in the blood. 
Three cases recovered, with one, two and three rigors respectively. 
Pulse 110, 140, 172. 
One spontaneous labour, 
One case vagina and lower uterine segment packed to induce labour. 
One case forceps. 


One patient died, eight rigors, pulse 140, placenta przevia, bipolar 
version, manual removal of placenta, broncho-pneumonia. 


TREATMENT. 
We had hoped to make some useful deductions on the subject 
o. treatment, but have been unable to do so. There were over sixty 
different methods of treatment, or combinations of different 
methods. In the first 31 cases analyzed in which the treatment 
consisted of “ general medical treatment,’’ there were 25 recoveries 
and six deaths, but it would be absurd to deduce from this that 
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treatment of puerperal sepsis by general medical measures results 
in nearly 81 per cent. of cures! 

In 33 cases treated by antistreptococcic serum and injections of 
quinine, there were 28 recoveries and five deaths, a mortality of 
18 per cent., while 11 patients treated by intramuscular injections of 
quinine alone all recovered. 

Of 14 patients treated with antidiphtheritic serum only one died, 
while three patients treated by collosol iodine and neosalvarsan all 
died. 

It should be stated that some of the cases mentioned above in 
which recovery took place were afterwards discarded as not being 
sufficiently severe to come into this Report, but the labour which 
would be involved in getting out corrected figures did not seem to 
be worth while. 

The various methods of treatment adopted, alone or usually in 
combination with one or more others, included general medical, 
postural, douching, antistreptococcic serum, vaccines stock and 
autogenous, collosol iodine, collosol argentum, transfusion of blood, 
immuni-transfusion, saline solution, or sodium bicarbonate solution, 
per rectum and intravenously, quinine intramuscularly and intra- 
venously, phylacogen, antidiphtheritic serum, bacillus coli serum, 
eusol intravenously, irrigation of the uterine cavity with methyl 
violet and crystal green, and intravenous injections of mercurosol 
and perchloride of mercury. 

This long list suggests that the best method of treatment is still 
being sought. Would it be possible to parcel out various definite 
methods of treatment to selected hospitals so that results could be 
compared in a vear’s time or are the conditions too diverse for this 
to be feasible ? 


DURATION OF LIFE IN FATAL CASES AFTER THE ONSET OF PYRENIA, 

In 83 cases the average duration of life after the onset of pyrexia 
was 18 days, but this average was made unduly high by inclusion 
of a few cases which dragged on for weeks or months. The most 
fatal day was the eighth on which 8 patients, or 10 per cent. of the 
total, died. On the fourth and fifth davs together 14 patients, or 
17 per cent., died. 

31 patients, or 37 per cent., died in the first week. 

17 patients, or 20 per cent., died in the second week, 1.¢., 57 per 
cent. in the first two weeks, 

10 patients, or 12 per cent., died in the third week, i.e., 66 per 
cent. in the first three weeks. 

10 patients, or 12 per cent., died in the fourth week, ie., St per 
cent. in the first four weeks. 

8 patients, or 10 per cent., died in the fifth week, i.¢., or per cent, 
in the first five weeks, 
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One patient died on the 38th day. 

Three patients died between the 50th and 60th days. 

One patient died between the 60th and 7oth days. 

One patient died between the 80th and goth days. 

One patient died on the 180th day. 
(Some of these patients died of marasmus, the effect of adhesions 

due to intra-peritoneal suppuration.) 

ixcluding these last seven cases, the average duration of life of 
the remaining 76 patients was 14 days after the onset of pyrexia, 
and 63 per cent. of them died in the first two weeks. 


POST-MORTEM FINDINGS. 

(With number of days of duration of life after onset of pyrexia.) 

General peritonitis, six cases, 4, 4, 7, 7, 9 and 17 days. 

Abdomen full of pus, no gross lesions of organs, 4 days. 

Free pus in abdomen, 35 days. 

Abdomen full of pus, 7 days. 

Multiple abscesses in kidney, 9 days. 

Double pyosalpinx, 56 days. 

Pneumonia, enlarged spleen with abscesses, 52 days. 

Nothing remarkable in pelvis, a little blood-stained free fluid, spleen 
enlarged and almost fluid, 11 days. 

Gangrene of vaginal wall and uterus, 1o days. 

Endometritis, septic spleen, general peritonitis, 2 days. 

Acute vegetative endocarditis, nil else, 66 days. 

Pericarditis, abscesses of kidney, endometritis, 14 days. 

Putrid endometritis, necrotic, Tubes infected. Peritoneum healthy, 
3 days. 

Putrid endometritis, necrotic, Tubes infected. Peritoneum healthy, 
3 days, no pyrexia. 

Abscesses in hand, shoulder, ankle and eve, and multiple in uterus 
and parametrium, 25 days. 

Putrid endometrium, 2 days. Albumin. 

Nothing remarkable, 8 hours. 

Gangrene of uterus, necrotic pus in parametrium, double pvo- 
thorax, multiple abscesses in lung, 18 days. 

General peritonitis, infection from Fallopian tube, 4 days. 

Abdomen full of pus, right tube infected, right lung partly con- 
solidated, 10 days. 

General peritonitis, no local lesion, 3 days. 

No peritonitis, uterus large and soft and pulpy, internal surface 
oozing pus, small tear anterior surface sealed by adhesions, 
internal version, impacted shoulder, 8 days. 

General peritonitis, cystitis and parametritis, 4 days, 

Gas-forming organisms in uterus, liver and large blood-vessels. 

Purulent general peritonitis and parametritis, 4 days. 
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Acute endocarditis, thrombosis of ovarian vein, 7 days. 

Uterus full of pus, multiple abscesses in uterine wall, septic 
embolism in lungs, 24 days. 

Anterior parametritis, uterus lined by septic granulation tissue, 
27 days. 

Infected placental site, left veins, abscess left ovary, 7 days. 

Sloughing of genital tract and buttock, 7 days. 
35 cases. 


SOME SERIOUS CASES IN WHICH THE PATIENTS RECOVERED. 

1. Vagina plugged on account of placenta previa. Three 
rigors. Streptococci found in the blood. Pulse 154. Dry tongue, 
Temperature 108°F. on one occasion, and 105.6°F. on two evenings. 
Anti-streptococcic serum had no effect, so immuni-transfusion of 
blood with 25 million streptococci was adopted. The temperature 
came down to normal on the second day after the transfusion and 
did not rise again. 

2. Normal labour. One rigor. Pulse-rate up to 160. Blood 
examination negative. <Antistreptococcic serum, 70 cc., had no 
effect. One-sixteenth of a grain of perchloride of mercury was 
given intravenously in 5 cc, of saline solution. The temperature 
fell to normal within 48 hours, with pulse-rate g2—100. The 
temperature rose again 24 hours later to 99.4° and later in the same 
day to 104° F. It then gradually fell, reaching the normal 11 days 
after the injection, and then remained normal. There was a 
mercurial rash seven days after the injection. 

3. Normal labour, slight post-partum haemorrhage, manual 
removal of the placenta. Persistent pyrexia, up to 106° F., often 
104°—-105° F. Rigors almost daily for four weeks. Dry tongue. 
Never any localizing signs or symptoms. <Antistreptococcic serum 
was given on the fourth and fifth days, and intravenous injections 
of collosol iodine, 1oce. frequently, with tonics and quinine by 
mouth. After the 38th day the temperature was normal. 

4. Normal labour. Remittent pyrexia, up to 105.4°F. One rigor. 
Slept badly. Pulse-rate up to 130. Dry tongue. Delirium on the 
seventh to tenth days. Mania tenth day. On the third day anti- 
streptococcic serum, 30 cc., was given, and on the fourth, fifth and 
sixth days collosol iodine 5 cc., 1occ. and 20cec. On the fifth day 
transfusion of 3x blood, The patient was practically well on the 
3ist day with normal mental state. 


5. Full-time labour with the breech in advance.  Remittent 
pyrexia. Streptococci in blood. Panophthalmitis, right side. 
Three injections of antistreptococcic serum, three intramuscular 
injections of quinine grs. v, and three intravenous injections of the 
same strength. Complete recovery except for the loss of the eve. 

6. Craniotomy. Four rigors. Hemolytic streptococcus in 
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blood. Pulse-rate up to 130. Temperature 104° F. on four days. 
Saline solution per rectum, and 4occ. of polyvalent antistrepto- 
coccic serum. 

7. Normal labour. Cervical discharge, no examination made in 
labour. Remittent pyrexia for 4o days, temperature up to 104.2° F, 
No rigors. Pulse-rate 130. Dry tongue. Antistreptococcic serum, 
and quinine intramuscularly. 

8. Forceps. Two rigors. Persistent pyrexia. Bacillus coli in 
blood. Pulse-rate up to 150. (1) Uterine cavity, (a) swabbed 
gently with tincture of iodine, (b) drained by a rubber tube three 
to four days, and (c) irrigated with normal saline solution through 
the tube. (2) Antistreptococcic serum. (3) Bacillus coli serum. 
(4) Intravenous injections of quinine. (5) Intravenous injections 
of antistreptococcic serum. Bacillus coli serum did much good at 
first, but later quinine seemed to be more useful. 

yg. Normal labour. Uterus explored on admission to hospital. 
Temperature 97 —104° F. for eight weeks. Ten rigors. Pulse-rate 
130 persistently. Dry tongue. Streptococcal suppurative arthritis 
of right hip joint, and B.C.C. pyelitis. Antistreptococcic serum, 
50cc., injected intramuscularly. Eight intravenous injections of 
collosol iodine. In hospital 207 days. 

These cases serve to illustrate (i) the old maxim, ‘‘ never give 
up hope in a septic case,’’ and (ii) some of the diverse methods of 
treatment adopted. 


SUMMARY OF PROGNOSIS, 
To sum up, this analysis suggests that the following should be 
considered to be of grave significance :— 


1. Onset of pyrexia during labour or within 24 hours of its 
termination. 


2. Extensive tissue damage in the labour, particularly tearing 
of vagina and cervix rather than of perineum only. 


3. Presence of streptococci in the blood. 

4. Persistently high pulse-rate. 

5. Insomnia. 

6. Diarrhoea with or without general peritonitis. 

7. General peritonitis, pneumonia, or delirium. 

Signs and symptoms of good prognostic significance : — 
1. Absence of streptococci in the blood. 

2. Moderately low pulse-rate, about 120. 

3. Freedom from insomnia and diarrhoea. 


HeENRY RUSSELL ANDREWS, Chairman. 
EWEN J. MACLEAN. 
ALECK BOURNE. 

March 1925. 
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REPORT OF A COMMITTEE OF THE NORTH OF 
ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY ON PUERPERAL BLOOD INFECTIONS. 


The Committee was appointed in January, 1924, and consisted 
of Professor Blair Bell (Chairman), Mr. John Chisholm, Dr. 
Daniel Dougal (Secretary), Mr. Carlton Oldfield, and Mr. 
Leyland Robinson. 


INTRODUCTION. 


Tuts Report is based upon an analysis of 154 cases of puerperal 
septicemia, selected in accordance with the qualifications laid down 
at the beginning of the investigation, and set forth on the special 
Forms drawn up by the London Committee in conjunction with 
the Committee of the North of England Society. The conditions 
were as follows :— 


Symptoms must arise within the first twenty-one days ot 
the puerperium from infections of the placental site, or from 
lacerations of the genital canal. One or more of the follow- 
ing may be taken as indicative of blood infection : 


(1) Isolation of the organism by blood culture. 

(2) Prolonged pyrexia. 

(3) Repeated rigors. 

(4) Pyamia, including septic pneumonia. 

(5) Death from puerperal fever, irrespective of antemortem 
symptoms. 


It will, therefore, be apparent that only the most serious cases 
have been taken into account; and in view of the high mortality-rate 
in our series, it is important that this should be fully appreciated at 
the outset. 

The printed Puerperal Fever Forms received from various 
sources have been carefully examined, and the information obtained 
has been analyzed under the following headings :— 


(1) Etiology. 

(2) Symptoms. 

(3) Pathology and bacteriology. 
(4) Treatment. 

(5) Period of Survival. 

(6) Results. 
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The majority of patients were treated in Institutions, but a few 
records were received from private sources. 

Nearly half of the cases—72 to be exact—were admitted to the 
Walton Institution of the West Derby Union, Liverpool, and the 
Committee wish to express their appreciation of the work done by 
the Medical Officer, Dr. H. H. MacWilliam, in collecting so much 
valuable material, and placing it at the disposal of the Society. 


ETIOLOGY. 

In considering the question of etiology, account must be taken 
of the patient’s general health and surroundings, the efficiency of 
the antiseptic precautions employed by the doctor or midwife in 
attendance, the character of the labour, and the nature of any 
obstetric Operation performed. 

It is impossible to express any opinion on the first two points, 
for the data available are too scanty, but in regard to the others a 
good deal of useful information has been obtained, and is tabulated 
below. 

It will be seen that in over 46 per cent. of the cases, labour was 
normal—-there was no interference whatever, apart from vaginal 
examinations. The number of these examinations is not known, 
except in a few cases specially mentioned in the table. Forceps 
were used in 29.2 per cent. of the cases, and the placenta was 
removed manually in 15.6 per cent. The latter figure is important, 
and shows that the risk of septic infection following manual 
removal of the placenta has not been exaggerated. 

There is one instance of infection after packing of the vagina, 
but the case—one of placenta praevia—was further complicated by 
the fact that there was a gonorrhoeal vaginal discharge. 

The source of infection has next to be considered, and any 
conclusion that may be drawn is largely a matter of speculation, 
There are seven cases in which the patient had some infective condi- 
tion prior to the onset of labour, and in these the infection may have 
been autogenous. In the majority, however, it must be assumed 
that the infection came from without, and was introduced during 
delivery. 

In five cases there is strong evidence to show that the nurse’s 
hands were responsible—three were attended by the same nurse, 
one was attended by a nurse who had a bad reputation as regards 
asepsis and had two other deaths a short time previously, and in the 
remaining case the nurse was suffering from some feverish condi- 
tion at the time she delivered the woman. Two patients were 
attended by a doctor suffering with a septic finger. 

The two cases in which the infection is supposed to have been 
conveyed from another patient are interesting. In one, a patient 
in the next bed was tound to be suffering with scarlatina; in the 
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other, the woman’s husband developed erysipelas of the face, and 
was transferred to a fever hospital. This misfortune so upset his 
wife that labour started prematurely, and the child was born before 
the arrival of either doctor or nurse. This patient developed 
septicemia, in spite of the fact that everything was normal at the 
confinement, and there was no vaginal examination, 

One other point in connexion with etiology may be mentioned 
here, and that is the possibility of minor degrees of sepsis being 
converted into blood infections by intrauterine methods of treat- 
ment. If the first rigor be taken as an indication of the onset of 
blood infection, it is possible to examine 43 cases where sufficient 
data are available. These are shown below, and it will be seen 
that in 13 cases the uterine treatment was carried out prior to the 
occurrence of the rigor, but in one of these the rigor was apparently 
due to the intravenous method adopted for the administration of 
antistreptococcal serum. In four instances the rigor was definitely 
stated to have occurred immediately after the intrauterine treatment. 


ETIOLOGICAL FACTORS. 


(A) Character of Labour. 


Normal delivery, no obstetric operation, 72 cases= 46.7 per cent. 
Suture of perineum only, 14 cases=9.0 per cent. 


Complications— 

Delayed head-first cases 

Transverse lies 

Hzmorrhages— 
Antepartum, unclassified 
Placenta previa 
Postpartum — 
Secondary postpartum 


43 cases 


-: 
0 


Obstetric Operations— 
Instrumental delivery : 45 cases 
Forceps, ordinary... 20 cases" 
Forceps, difficult oa | Placenta removed 
Rotation and forceps... 29.2% manually in 6 of 


- 


Craniotomy, etc. ve these. 


” 


Version: 8 cases— 


: Placenta’ removed 
For transverse lie... 3 cases : 
; ae manually in 3 of 

For placenta previa | : , : 


-e these. 
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Manual removal of placenta: 24 cases— 
Child delivered nor- 
mally iii =» 95 Canes 
Forceps ss is - | 


Craniotomy idee = 15.6% 
Version a a 


Summary of obstetric Oo eralions in I54 cases O uer eral se fa: 
- / J 
cemia. 


No obstetric operation ... “as ... 40.7 per cent. 
Perineal suture only —... oe ee 9.0 , 
Forceps, etc. eas at vo (32 
Version... oes sida ns ci Fe 

Manual removal of placenta only 9-7 


(B) Vaginal examinations during delivery. 
The only information on this point is as follows :— 

Child born before arrival of doctor or nurse. 

No interference necessary ie ss “Tease 
Child born before arrival of doctor or nurse, 

but perineum sutured 
No examinations before delivery 
One examination only ... 
One examination by doctor 


(C) Fatal Conditions. 
Twins _... ies ‘ais si ve 
Premature ise site she ies 
Foetus, putrid or macerated 


(D) Source of Infection, 
Doubtful ls ia 
Possibly conveyed by doctor 
, 9 5» Nurse 
from putrid foetus ... siti be 
Injuries during delivery, extensive lacera- 
tions ce 
Obstetric operations— 
Difficult forceps extraction 
Version ie i is 
Manual removal of placenta yes 
Packing uterus for postpartum hemor- 
rhage ska - ee 
Retained portions of placenta 
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Associated infections— 
Influenza 
Alveolar abscess 
Venereal— 
Syphilis 
Gonorrhoea 
From another patient— 
Scarlatina 
Erysipelas 


(EK) Relation between Intrauterine Methods of Treatment for 
Sepsis and Onset of Septicemia. 


Serial Onsetof Day of Nature and Day of 
No. pyrexia. first rigor. — intrauterine treatment. Result. 


Curetted, 12th day D. 
Douche, 11th day D. 
Exploration, 4th day D. 
Douche, 5th day D. 
Explored, 7th day D. 
Explored, 7th day D. 
Nil. D. 
Douche, 2nd day D. 
Explored, 1oth day D. 
Douche, 5th day D. 
Douche, 2nd day D. 
Douche, 31st day D. 
Explored, 6th day D. 
ixplored, 8th day R. 
Explored, 4th day dD. 
(serum) Douche, 3rd day D. 
Clots removed, 8th day 1D. 
Nil. D. 
Nil. D. 
Explored, 6th day D. 
Nil. D. 
Explored, 7th day D. 
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Serial Onsetof Day of Nature and Day of 
No. pyrexia. firstrigor. intra uterine treatment. Result. 
43 Explored, 6th day D. 
44 t Explored, 4th day D. 
40 Nil. 
47 : Douche, 18th day 
Nil. 
Douche, gth day 
Douche, 12th day 
Douche, 6th day 
Curetted, 6th day 
Curetted, roth day 
Nil. 
Douche, 5th day, explored 
6th day. 
Curetted, 4th day 
Curetted, roth day 
Douche, 7th day 
Curetted, 19th day 
Removal of R.P.C., 
17th day 
Removal of R.P.C., 
13th day 
Glycerine injected into 
uterus, gth day 
Curetted and douched, 
ist day 
Removal of R.P.C., 
gth day 
Uterus douched, swabbed_ R. 
and packed at delivery 


cote 


I] 
| 
| 


Gd ff 
~~ 


Ge Go ul 


~~ 


~~ 


“Tor D+ 
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aS 


Note. An asterisk has been placed against those cases in which 
the first rigor occurred after intrauterine treatment. 


SYMPTOMS. 

The information obtained under this heading is of little value. 

The temperature rose on the second, third, or fourth day in 
73-5 per cent. of the 121 cases about which particulars are available. 

The character of the pyrexia was very variable, but was remittent 
in a large proportion of cases. The accuracy of much of the 
information on the point is, however, doubtful. 

Rigors occurred in over 74 per cent. of the cases, and particulars 
as to the number of rigors, and the day upon which they first 
occurred, are shown in the tables, 
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PyREXIA. 
Day of Onset of Pyrexia. 


D. 


Se 


_ 


© 2 © = @ hh aH 


Day of onset doubtful in 33 cases, 


Character of Pyrexia. 
R. 
Remittent ... oe Poe we oe 18 
Intermittent ree me 
Remittent and Intermittent 
Continuous ae ee 
Continuous and remittent 
Recurring 
Doubtful 


RiGors. 

The interval between the first rise of temperature and the 
occurrence of the first rigor is of interest, as giving some indication 
as to the rapidity of onset of the actual blood-infection. Particulars 
on this point are available in 75 cases as follows : 


Interval. 


It will be seen that the rigor occurred on the day of onset of 
pyrexia in more than half of the cases. 
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Incidence. 


Rigors occurred in 107 cases. 
There were no rigors in 37 cases. 
No information as to rigors in 10 cases. 


Number of Rigors. 
Rigors. 


aa 


oO 
I 

2 
3 
4 
5 


More than 5 
Number doubtful 


namoonnpan 


Day of First Rigor. 


—_ — 
NW O 


ONW ZF NWA DH AN WU 


~~ hunk & OS 


ww 


R. 
3 
3 
2 
5 
3 
O 
O 
2 
O 
) 
I 
Oo 
O 
2 
2 


SPECIAL SYMPTOMS. 


D. 
Vomiting ... ek im 
Insomnia ... ‘ee « & 
Diarrhoea ‘ae «. 
Delirium .., 1 oo & 
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PATHOLOGY AND BACTERIOLOGY. 
PATHOLOGICAL ANATOMY. 
Vulva and Vagina— 
Syphilitic condylomata of vulva 
Erysipelas of vulva 
Superficial necrosis of vaginal “iil: 
Uterus— 
Retained products of conception 
Acute puerperal endometritis 
Metritis desiccans 
Abscesses in uterine wall 
Ovaries and Fallopian Tubes 
Ovarian and tubo-ovarian abscesses 
Peritoneum and Pelvic Cellular Tissues— 
General peritonitis 
Pelvic peritonitis 
Pelvic cellulitis 
Pelvic abscess 
Circulatory System— 
Endocarditis 43 
Perimetric thrombophlebitis 
Pyzmia 
Respiratory System— 
Pneumonia it ‘i aes eas 
Empyema (8 of these also under pneumonia) 
Pleurisy 
Miscellaneous— 


Alveolar abscess 


Postmortem Examinations. 
Postmortem examinations were made in 49 cases, and 
results may be summarized as follows :— 

No localized lesions ss eh a aa cases 
Abdominal or pelvic conditions— 

Peritonitis, etc. 

Thrombosis only 
Pulmonary lesions only 


Lesions observed. 
Uterus—Metritis and endometritis : 
Peritoneum and Pelvic Cellular Tissues—- 
Free fluid in general peritoneal cavity : 
Serous 
Blood-stained 
Turbid 
Purulent 
Pus in pouch of Dougias 
Pus in broad ligament 
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Spleen— 


Diffluent ... re si Kk bile — som 


Infarcts ... Por es ane au ie: oe 


Circulatory System— 

Vegetations on mitral valve 

Venous thrombosis : 
Ovarian aoe 
Ovarian and wien s vena cava 
External iliac and femoral 
Femoral and saphenous 
Internal saphenous 
Uterine wall 
Broad ligament 


Respiratory System— 
Pleurisy, with or without effusion 
Empyema ie 
Pulmonary congestion 
Pulmonary consolidation (abscesses i in - cases) 


Miscellaneous— 


Pyzemic abscesses 


Petechial hemorrhages in various organs 

Staining of tissues with blood pigment 

Rapid decomposition from gas-forming 
organism 


BACTERIOLOGY. 
Antemortem Examinations. 


The information as to bacteriological findings has been grouped 
under the headings of ‘‘ Uterus,’’ ‘‘ Blood,’’ and ‘‘ Miscellaneous.” 

The blood was examined in 75 cases, and streptococci were 
grown in over 65 per cent. A great majority of these examina- 
tions were made in one Institution, and the high percentage of 
positive results not only indicates a very efficient technique, but also 
demonstrates the serious character of the infections. The cultures 
were generally made soon after the patient’s admission and, if 
negative, were repeated in the event of her progress proving 
unsatisfactory. The following table gives some details as to the 
date, number and results of the blood examinations in twenty-two 
cases where the particulars are available, 
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Day of blood If fatal, 
Serial Day of onset Day of culture, and day 
No. — of pyrexia. 1st rigor. result. of death. 
2 2nd 5th 8th Positive 13th 
2nd 4th 4th Positive 7th 
7th 7th 12th Positive 17th 
? Nil 28th Positive 35th 
2nd or 3rd gth 8th Positive 17th 
? 12th 15th Positive 34th 
2nd or 3rd 6th 7th Negative 14th, 
? Nil 13th Positive 34th 
gth Negative 
4th 4th 12th Negative Recovered 
24th Positive 
oth 11th Positive both 
ard F 4th Positive 8th 
3rd 7th Positive 14th 
3rd 3r 3rd Negative 26th 
24th Positive 
11th Negative Recovered 
14th Negative 
102 2nd gth Positive Recovered 
107 4th 4th 17th Positive 25th 
114 4th 7th 6th Positive 14th 
115 3rd 3rd 14th Positive 31st 
116 3rd Nil 8th Positive gth 
118 2nd Nil 12th Positive 3th 
119 2nd Nil 6th Positive 7th 
120 ? Nil 7th Positive 7th or 8th 
Bacteriological Findings---Uterus, 
The results in 23 cases were as follows :— 


Streptococci a ii 
Streptococci and staphylococci 
Streptococci and colon 
Staphylococci and colon 
Staphylococci 

Gonococci 


Bacteriological Findings—-Blood. 
Streptococci 
Staphylococci ; ve 
Streptococci and staphylococci 
Colon A 
Doubtful growth 
Negative 
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Bacteriological Findings—Miscellaneous. 
Perineal and vaginal lacerations— 
Streptococci 
Streptococci and colon 
Gonococci and staphylococci 
Colon vith 
Fallopian tubes— Sheepeeeoce! 
Peritoneal fluid—Streptococci 
Pelvic abscesses— 
Streptococci - 
Streptococci, ee and gonococci 
Thrombosed veins—Streptococci 
Lungs— 
Streptococci and pneumococci 
Staphylococci 
Pleural fluid— 
Streptococci 
Mixed ; 
Doubtful growth 
Alveolar abscess—Streptococci 
Joints—Streptococci 
Bullae— 
Streptococci 
Streptococci and staphy lococei 
Pyzmic abscesses 
Streptococci os 
Streptococci, staphylococci and gonococci 
Urine— 
Streptococci 
Staphylococci ‘ 
Streptococci and staphy _— 
Colon 


Postmortem Examinations. 
Uterus— 
Streptococci - — st ... 4 cases 
Streptococci and staphylococci bie ies a & 
Peritoneum and pelvic cellular tissues— 
Peritoneal fluid : 
Streptococci 
Variety of organisms, but no ‘streptococci 
Broad lizame nt abscess — Streptococci 
Spleen— 
Streptococci 
Staphylococci 
Diplococci 


9 


Venous thrombosis 

Streptococci 

Streptococci and staphylococci 
Pulmonary abscess —Streptococci ... 
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TREATMENT, 


In investigating the results of treatment, the Committee has 
been faced with the difficulty that a variety of different methods 
have been employed in almost every case, and they feel that it is 
quite impossible to express a definite opinion as to the efficacy of 
any particular method. 

Some attempt has been made to group the various lines of 
treatment and examine the results, but the mortality in all is 
uniformly high, and there seems to be very little to choose between 
them. 


(A) THe Various METHODS OF TREATMENT EMPLOYED, WITH THE 
EXCEPTION OF DRUGS. 


Intrauterine treatment one wi xe vr .. 18 cases 
and abdominal operation 
and serological treatment 
and drainage of abscesses 
serological, and — of 
abscesses ' R 
and abdominal operation, * drain- 
age of abscesses 
abdominal operation, serological, 
and drainage of abscesses 
Abdominal operation ... 9 
- 2 and serologic ‘il treatment .. 
Serological treatment ... 


i os and drainage of abscess 
Drainage of abscesses... 


(B) OPERATIVE PROCEDURES. 


Intrauterine Methods. 
Intrauterine methods were employed in 42 per cent. of all. cases. 
XR. Total. 
Curetting, with or without douching 
Curetting, with drainage 
Douching or ids 
Douching with drainage 
Swabbing se 
Exploration, with or wihowe douching or 
swabbing 

The same, with drainage 
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Vaginal Operation. D. RR. Total. 
Drainage of the pelvis through posterior 
fornix... his ied se ans 6 20 


Abdominal Operations. 
Total operations 


Nature of Operation. 

Drainage of abdomen 

Ligature of thrombosed veins 

Ditto, with removal of one or both appen- 
dages ; 

Ditto, with removal at uterus and ‘appen- 
dages 

Appendage remov ed for salpingitis 


(C) SEROLOGICAL TREATMENT. 
D . Total 
Antistreptococcal serum ... as _s ax 2S 101 
Dosage, in c.cms. :— 
50 and under 
50—100 
100—I50 ... 
150—200 ... 
Over 200 .. bes oe am 
Amount not t known wi _ 0 ae 


The largest dose was 1050 c.cms. (death). 


Antigonococcal serum 


Vaccines $4 
Mixed streptococcal 
Autogenous 
Nature not stated ies 
Streptococcal and staphylococcal... 
B. coli 


(D) Druas. 
Drugs employed. 
Quinine 
Colloidal manganese 
Coagulen ciba so 
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The following were also used :— 
Colloidal argentum, collargol, novarsenobenzol, ergot, 
acriflavine, chloramine, calcium chloride, iron, strych- 
nine, digitalis, ammonium carbonate, calomel, infundi- 
bulin, adrenalin, parathyroid, 


(E) OTHER METHODs OF TREATMENT. 
D. . Total 
Fixation abscess... re aes ae 1 
Drainage of pleural cavity... 
Pyzemic abscesses opened ... 
Blood transfusion oe 
Vaginal tampons and packs 


(F) SUMMARY OF RESULTS OF TREATMENT. 


. Intrauterine methods with or without other operative 
procedures :— 
Total cases 66. Mortality 78.7 per cent. 
Intrauterine methods, no other operative procedure :— 
Total cases 41. Mortality 80 per cent. 


. Abdominal operations with or without other operative 
procedures :— 
Total cases 30. Mortality 70 per cent. 
Abdominal operations, no other operative procedure :--- 
Total cases 14. Mortality 71.4 per cent. 
. Serological treatment with or without other operative 
procedures :— 
Total cases 104. Mortality 72 per cent. 
Serological treatment, no operations :— 
Total cases 47. Mortality 76.5 per cent. 
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PERIOD OF SURVIVAL 
Number of days patients lived after onset of pyrexia (in 100 cases). 


Cases. 

2 

I | 23 per cent. died within 

7 a week of onset of 
pyrexia. 


33 per cent. died during 
the second week of 
pyrexia, 





31 per cent. survived 
three weeks, or longer. 


It will be noticed that 23 per cent. of cases died within a week, 
and 31 per cent. survived three weeks or longer. Of cases in the 
latter group about 50 per cent. had definite thrombophlebitis. 


RESULTS. 


The general mortality rate in the series of 154 cases is 76 per 
cent. This is a very high percentage, but it has to be remembered 
that the Report deals only with cases of puerperal blood-infection, 
and that all fatal cases have been included, irrespective of ante- 
mortem symptoms, 


Signed on behalf of the Committee, 
W. BLAIR BELL (Chairman). 
Dante. Doucar (Secretary). 
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DISCUSSION ON PUERPERAL SEPSIS. 
Wednesday afternoon, April 22nd, at 2-30. 
Dr. J. E. GEMMELL in the Chair, 


Prof. J. WuitripGe WILLIAMS (Baltimore, U.S.A.): 1 was 
very much impressed with the industry which has been manifested 
in making these Reports. When we come to compare the two 
Reports we immediately notice a difference. In the first we have 
249 cases, with a mortality of 35 and eight-tenths per cent., and in 
the second, 154 cases with a mortality of 76 per cent. What does 
it mean ? Of course it means that the North British people included 
in their series more serious cases than did the London Committee, 
because it is inconceivable that the results of treatment could have 
differed so greatly. When we add these together, we find that 
there were 403 cases treated with a nett mortality of 48 per cent., 
which means that, in the two series, every other patient died. That 
is good, or bad, according to circumstances. It would be bad ii 
they are frank cases, and it is reasonably good if we take into 
consideration the criteria laid down by the Committees. 

When we come to the matter of etiology, the Reports have 
brought out the current facts that the women who have been 
subjected to much manipulation are more liable to infection than 
those who have not; and that the women who have had hemor- 
rhage are more likely to have infection. Also, a certain number of 
women who were not subjected to any manipulation became 
infected and died. 

Iiveryone believes at the present time that puerperal infection is, 
in great part, a contact infection; it is a wound infection, with 
which we have become familiar in the last 50 years; and it would 
be a misfortune if we were to abandon that view. 

When we look at the two Reports in the matter of treatment, 
we come to a very interesting thing. We notice that the North 
British Committee report that their gross mortality was 70 per 
cent., and the mortality under their various methods of treatment 
varied from 70 per cent. to 80 per cent. That means that three 
women out of every four, or four out of five died. It could not be 
worse. But that is not a criticism of the North British Committee, 
because it is apparent that they had to deal with the most serious 
tvpe of case. What it suggests to me is, not that they did not treat 
their cases well, but that they were treating cases which were 
hopeless ab initio; and we want to recognize that in the whole 
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discussion of the treatment of puerperal infections. We have two 
types, one which will get well if you leave it alone, and the other 
tvpe, which will die, whatever you do. 

When we compare the two Reports, there is only one concurrent 
point, and that is, that in both reports it is stated that there was a 
mortality of 80 per cent. in London as well as in the North in the 
women who were subjected to intra-uterine manipulations. And 
that is what we can carry home with us, For vears, in America, I 
have taught that the worst thing we can do is to interfere with the 
interior of the infected woman’s uterus. 

These two Reports differ markedly in another point, and that 
is in the results following the use of anti-streptococcic serum. The 
London Committee states that 33 cases were treated with serum, 
with a mortality of 18 per cent., and the North British Committee 
had 104 cases treated with serum, and the mortality was 72 per 
cent. That is to say, the results were four times better in London 
than they were in North Britain, which means that a milder type 
of case was treated; in Britain in this respect the lesson seems 
clear, that when vou get a bad puerperal infection, anti-strepto- 
coccus serum is of no avail. Taking into consideration the results 
shown by these two Reports, it is safe to say that our information 
shows us that we are practically impotent in the treatment of 
severe infection, and that one of the great things tor the future 
is to find some means which will enable us to combat it. From 
my personal experience I say that when a woman has general 
streptococcal peritonitis, she will die, whatever you do for her. 
And when we get a woman with very acute general sepsis, or 
with pyamia, the thrombo-phlebitic form, two-thirds of them will 
die if left alone, and, if operated on, probably they all die. Many 
cases will recover if left alone, because the outcome depends on 
the resistance of the patient and the virulence of the bacteria. 
That is important to bear in mind, because if we act vigorously 
in the latter type of case we convert a condition which would 
recover into one which will probably die. Therefore it is impor- 
tant to distinguish between the two types of cases: the type which 
will die, no matter what you do for her, and the type which will 
recover if we do not help to kill her. 

We have to face the fact that when we get a virulently infected 
woman, with but poor resistance, she will die, no matter what 
we do. That has been my experience, and therefore | am a good 
deal of a therapeutic Nihilist. On the other hand, I regard the 
ordinary infection with relative impunity. We treat these women 
with prayer, as I call it at home; we give them plenty to eat, and 
fresh air, and they, nearly always, recover. Therefore I say that 
the average infection, if left alone, takes care of itself. If you 
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have a virulent organism and a non-resistant woman, death is the 
almost universal outcome, no matter what you do, and there is 
no use in deceiving ourselves and using 60 remedies for such 
cases, as are mentioned in the London Report. 

I was very much interested in the Report by Dr. Bigger and 
Dr. Fitzgibbon, of Dublin, because it is a line along which we 
have done some work, and concerning which | used to think I 
knew something. [| do not believe that any technique which 
emplovs a speculum for obtaining vaginal secretion is bevond 
suspicion, because two vears ago | took a series of women and 
obtained cultures from their vulva. Then I took cultures, by 
means of a tube which enabled me to avoid contamination with 
the vulval orifice; and afterwards | took cultures by means of a 
loop from the upper end of the vagina. I found that in half the 
first group of cases I got pyogenic bacteria, but when I used the 
scoop and avoided contamination, | got none. When I used the 
speculum | got bacteria in half of the cases in which I found them 
on the vulva. That is to sav, we had carried these bacteria up 
by our manipulations. Of course, | may have to apologise to 
Dr. Bigger for this statement in a year or two, but | do not think 
that there are, in the ordinary woman, streptococci of any kind. 
At present it is a misfortune, | think, to talk about endogenous 
infection, except in the case of the gonococcus, and _ possibly 
certain saprophytic organisms. 

I thought it might interest you to find out what happened to us 
in three thousand admissions in the Service up to the end of 
December, 1924. During this period in which we had 3,000 admis- 
sions from the Service, there were 436 cases of rise of temperature, 
in which we had to consider the possibility of intra-uterine infection, 
that is to sav, women in whom the temperature rose to 100.4° F. on 
more than one occasion, the temperature being taken every four 
hours. There were 60 women who had a_ temperature after 
Czesarean section. In the series of febrile puerperia, there were 
23 in which the cultures were negative, leaving 353 puerperal 
infections, or 113 per cent. Cultures were taken, with the follow- 
n 


ing results ;— 


Streptococcus hamolyticus... 
Streptococcus non-hamolyticus 
Colon bacillus 

Gonococcus 

Staphylococcus 

Saprophytes ... 

Sterile ... 
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There were not included in this series women who were 
brought to us after infection had occurred; they were all women 
who were delivered in the Service. There were three deaths in 
the series. Two of the women who died were brought in infected 
and in labour, and therefore their death did not fall on the responsi- 
bility of the clinic. On the other hand, one of the women died in 
the Service. She had haemolytic streptococcus; she had not been 
examined vaginally, she had no perineal tear, and she had a spon- 
taneous labour. Therefore we have a large series of women, nearly 
=o cases, in which the streptococcus was found in the puerperium. 
One of them died, and the woman who did die was not subjected 
to the ordinary manipulations which usually antedate puerperal 
infection. How did she get her infection? Not from us, because 
we did not examine her vaginally, neither did we operate upon her. 

When we come to consider this series of several hundred 
women who had bacteria in their uterus, we divided them into a 
number of groups: namely, the women who had apparatus 
labours. [very one of them had a chance of infection. The 
women who were examined vaginally, or had their perineum 
repaired. [ach of them had a chance of infection. On every 
history we noted where there had been vaginal examination. 
When we studied our series, we found 24 per cent. of the women 
presenting febrile puerperia had had spontaneous labour, had not 
been examined vaginally, had not had a torn perineum, and there- 
fore had been subjected to no manipulation or repair. And the 
question which arises is, How did they get their infection? The 
first thing which is said is, that it is an autogenous infection. | 
do not believe it. We had 32 women with streptococcus hzmo- 
tyticus, and even men who talk about endogenous infection would 
rule them out. And in this group, the hemolytic group, 21 per 
cent, offered no ordinary possibility for external infection. 1 know 
that in some of those cases, while we did not infect the women, 


they had an external infection, because they were seen examining 


themselves, and the hands of the labouring woman are quite as 
dirty as ours. In many of those women we had a history of coitus 
during labour, and that has been adverted to, in a non-committal 
way. I take it that in the majority of these women we had not 
to do with an endogenous auto-infection, but with some form of 
external infection which escaped recognition. And [| think we are 
safe to go on such a basis and assume that in the 30 per cent. of 
haemolytic streptococcus cases which were not examined vaginally 
and did not offer the ordinary methods of infection in the clinic, 
they infected themselves, rather than that the infection came from 
within. That is the message | bring, therefore, in general in 
regard to this series of infected women in our clinie. We had 














Congress of Obstetrics and Gynecology 243 


one death attributable to the Service in 3,000 cases of admission, 
and that one woman was not infected in the service, but became 
infected in some other way. 


Therefore, from this material, | have learned to regard ordinary 
infection with a good deal of equanimity. We do not treat these 
women locally; we do not do anything to them except feed them 
well and give them fresh air, That is to say unless there is pus 
locally, and then we go after it and remove it. That is my treat- 
ment of ordinary puerperal fever. It is not ideal, | know, but it 
gives us good results, and we are sounder when we recognize the 
facts than when we delude ourselves by thinking we have cured 
women whom Nature cures herself. On the other hand, we have 
to realize that, in the present state of our knowledge, a certain 
number of women are foredoomed to death as soon as infection 
occurs, because we are here dealing with women of little resistance, 
and the outcome is the same, whether we look at her, pray for her, 
or give her any drug we like. 


Prof. Blain BELL: First, with regard to the two Reports, the 
most striking difference between them is in regard to the mortality 
rate. Prof. Whitridge Williams has made the reason of this clear, 
and | need not deal further with it. There is, however, one very 
important point in respect of prognosis that | do not think has been 
elucidated. Those cases in which there is a sudden onset of septi- 
cemia—we are only dealing with blood infections—with no local 
resistance will practically all die. In those in which there is any 
local resistance I think there is a chance, chiefly by surgery, of 
saving life. I join issue to some extent, therefore, with Prof. 
Whitridge Williams with regard to throwing up the sponge and 
doing nothing in serious cases. He said that if a patient has 
general streptococcal peritonitis, she must inevitably die. 





During 
the last few weeks | have had under my care a woman who had no 
fixed lesion in the pelvis, but had general hamolytic streptococcal 
peritonitis. She also had broncho-pneumonia, and hemolytic 
streptococci were isolated from her sputum. The treatment adopted 
was drainage of the fluid from the abdominal cavity. 


She was 
kept in the open air, and she recovered. 


So, even if the case be 
apparently hopeless, it is always worth while to try to save the 
patient, and especially if there be a local lesion, whether in the 
vascular or the lymphatic system. 

But it must have dawned on all of us who have drawn up these 
Reports, and on those who have read them, that we have been 
mistaken in the point of view from which we decided to study 
puerperal sepsis; | think we started at the wrong end. By taking 
blood infections we have missed a number of points that are of 
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interest. It has, therefore, been very interesting to-day to have 
had the other striking papers from the bacteriological point of view. 
| believe that it is only by starting at the very beginning—in the 
antenatal period—that we shall we able to throw much light on the 
prevention, especially, of puerperal sepsis. It is impossible, when 
a case, already septic, is admitted into hospital, or when we are 
called to see a case which is dying from puerperal septicemia, to 
know what may have been the nature of the flora of the vaginal 
canal before labour. We can then only deal with the case as one 
of blood infection. We should start before this state has super- 
vened ; we must examine thousands of cases bacteriologically in the 
antenatal period, and observe the subsequent history of the case. 
That is the attitude adopted by Dr. Bigger and Dr. Lockhart in 
their papers, and I am sure it is the correct one. Professor Beattie, 
Dr. James and Miss Standring have been investigating with me 
this matter from the same point of view, and [ think that although 
our material is as vet small, it is worth while bringing before you, 
especially as there are some things which stand out prominently in 
our figures. 

That the technique of collecting our material has been faultless 
I cannot assert. We have heard from Professor Whitridge 
Williams that the introduction of the speculum into the vagina 
leads to contamination from without; but that could not obtain 


in regard to the cervix, especially when the patients have always 
been shaved and washed well with soap and water before any 
attempt has been made to collect the secretions. 


I have always very strongly held the view that coitus shortly 
before full time of labour is a very likely factor in the introduction 
of streptococci into the vagina. Certain of our patients gave the 
date of the last coitus though such a history is not always 
reliable--and in 20 per cent. of those who had connexion within 
some days of admission hemolytic streptococci were found in the 
vagina. I ask those who are working on this subject to have this 
question carefully examined : namely, the effect of coitus in intro- 
ducing hemolytic streptococci. The other organisms are not so 
important. 


In the next table we have endeavoured to classify the cases 
from the point of view of a possible relationship between clinical 
interference, morbidity, and sepsis. In this table all types of 
streptococci are grouped together. 

The figures are only suggestive, and are by no means con- 
clusive. 
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TABLE III. 


MORBIDITY AND SEPSIS FOLLOWING PARTURITION IN RELATION 
TO THE PRESENCE OF STREPTOCOCCI IN VAGINA AND CERVIX 
ON ADMISSION. 


| 
{ 
| 





No. of cases 
with 
Streptococci. Morbidity. Sepsis. Result. 





H. Non-H. % No. % | No. 


| No. of cases. 


c 


No Interference before Admission. 





| § 6 304]3 13 |3 1t3 | 23 100 





Interference before Admission including Digital Examination. 





Pneumonia 


6 375|/6 25 |5 208|23 985 1 41 





Interference before and after Admission. 





Pneun:onia 


461 |5 208|4 166| 12 2'1 I 





Interference only after Admission. 





Maiti s¢ 2 7.1. | 14 100 





Dr. Stevenson spoke of the periodicity of sepsis, and this doubt- 
less is very striking. It seems that puerperal infections are more 
common during the first three months of the year than at other 
times. The morbidity in the first three months of the present year 
Was 25 per cent, at the Liverpool Maternity Hospital. But we 
cannot alter the weather or the seasons of the year; we have to 
deal with things as we find them, and we have to investigate 
thing's as they exist. 

We must, therefore, seek out those things that we can alter 
for the better. It is only by tackling the subject from the begin- 
ning —that is, before labour—and by following the matter through 
that we shall arrive at correct conclusions, and be able to reduce 
the terrible mortality from sepsis that is prevalent all over the 
world. 


Mr. Victor Bonney: These papers have interested me very 
ereatly because in 1919 IT read a paper here arguing that most of 
the cases of puerperal sepsis were of intrinsic origin. The reason 
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I concluded that puerperal sepsis was as a rule caused by the 
woman’s own organisms was that although precautions had been 
taken for years, against intrinsic sepsis, vet in spite of them the 
morbidity was very little altered. Though no one would deny the 
possibility of conveying germs from other individuals into the 
uterus, my contention was that this only accounted for a small 
proportion of the cases. I pointed out that all the measures incul- 
cated by teachers had for their object the prevention of extrinsic 
sepsis, and therefore if it was true that the bulk of sepsis was of 
intrinsic origin, it was no wonder there was such a little fall in 
puerperal morbidity due to it. These figures to my mind prove 
conclusively that the bulk of sepsis is of intrinsic origin. In the 
English Report, the origin of sepsis in 200 cases is not stated; I 
wish the compilers had been a little bolder and ascribed them to 
sepsis of intrinsic origin. There can be no doubt that if the bulk 
of’ puerperal sepsis had been extrinsic, the measures which have 
been taken for many vears, and which have been increasingly taken 
in recent yee ars—the wearing of gloves, the use of antiseptics, ete.— 
would have brought about a marked fall in the incidence of the 
disease; whereas it has made no more difference than would be 
expected if only a small proportion of the cases are of extrinsic 
origin, When I read my paper there was some misapprehension ; 
I am supposed to have argued that the bulk of the cases were due 
to fecal infection. [ did not mean that in the narrow sense. The 
feeces contain organisms derived from the teeth, the nasal sinuses, 
the mouth, the tonsils, and wherever else in the long gastro- 
intestinal tract sepsis may happen to lurk, and sepsis from any of 
these parts may thus find its way into the uterus. 

I think it is making too much of our present bacteriological 
knowledge to believe that only hzemolytic streptococci can give rise 
to sepsis; it is necessary to look wider than that and use common 
sense and observation. Any injury to the bowel, such as an 
operation, or even injury in the neighbourhood of the bowel, 
results in a septic wound, be the individual ever so healthy. All 
feecally infected wounds heal badly in comparison with those in 
other parts of the body. It has been argued that the bowel 
organisms are mostly harmless, but no one with a knowledge of 
surgery can doubt that all of them are potentially very virulent, 
and even in the most healthy persons are only kept in check by 
a very narrow line of defence. 

There are many other points I should like to have discussed ; 
the commonness of streptococcal vaginitis, the frequency with which 
streptococci are found in the urine, the condition which may be 

called ‘generalized streptococcosis,"’ and the liability to infection 
in Czesarean section performed after the membranes have ruptured, 
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although no vaginal examination has been made, or if made, made 
with the greatest care—all these bear on the mechanism of puerperal 
sepsis, but in five minutes it is impossible to do more than mention 
them. 

Prof. BeckwitH WHITEHOUSE said that puerperal sepsis 
depends largely upon two factors: one is the amount of damage 
done to the tissues, the other is the amount of haemorrhage which 
has occurred. Damage invites infection; haemorrhage lowers the 
patient’s resistance. For the purposes of this discussion he had 
taken 500 consecutive obstetric cases from the extern district of 
the General Hospital, Birmingham, and he had made the students 
record details just as they would cases in the Hospital. They 
included various complications. Fifty of these cases were examined 
bacteriologically during pregnancy, and only in five of them were 
hzemolytic streptococci found in the cervix. These five passed 
through a normal labour and puerperium. The morbidity in the 
total 500 cases had been based on the British Medical Association 
standard. There was only one case in which true puerperal septi- 
czemia developed, and there were only 12 cases in the 500 in which 
the temperature rose to the standard laid down by the British 
Medical Association. The cases included a certain number of 
forceps deliveries, but the aim was alwavs to do what obstetric 
manipulations were necessary before labour began. Thus the 
figures included external version for breach (23 cases); occipito- 
posterior rotations (27), low forceps (17), high forceps (five). High 
forceps accounted for three of the morbidity cases. 

The speaker asked: Would it be possible, in the interests of 
the nation as a whole, that every woman, at least during the eighth 
month of her pregnancy, should have the advantage not only of 
a midwife’s attentions, but of having the combined help of midwife 
and doctor? She should be seen by both at least once. We 
cannot expect the midwife always to recognize occipito-posterior 
cases, nor moderate degrees of contracted pelves. Cases should be 
grouped by the medical profession into (a) cases which can be 
left to the midwife; (b) cases with minor difficulties, which should 
be seen by the doctor; (¢) cases which should be under a doctor’s 
care. 

In support of what Professor Whitridge Williams and Prof. 
Blair Bell had said with regard to the relation of coitus to puer- 
peral sepsis, Prof. Beckwith Whitehouse referred to two occasions 
on which he had been approached by the husband afterwards 
with the question, ‘‘ Was | responsible for this?’? When he 
asked the reason, the answer was, ‘‘ Because coitus occurred within 
a fortnight of the patient being delivered.’’ Both patients had 
severe infections with hamolvtic streptococci. 
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Dr. C. E. DouGLas said: I am in general practice, and I want 
to give you, shortly, my personal experience over the last 44 years. 
During that time I have had 2,200 cases, and in that series I have 
operated in 557 cases. I am an unblushing ‘‘ forceps fiend ’’; I 
apply them in the second stage of labour whenever I think it is 
proper to do so. In 393 cases of forceps delivery, | have had only 
one septic death. We are working in a very healthy agricultural 
population, where we have no rickets and no syphilis, and where 
most of the people are strong and hardy, the wives, in most cases, 
of agricultural labourers. My one septic death occurred 32 vears 
ago. In addition, | have had 164 general operations, that is to say, 
versions, adherent placenta, and so forth, a total of 557 cases in 
which more or less severe manipulation was carried out, with one 
septic death. I then took the number of normal cases, where 
practically nothing was done except ordinary vaginal examination, 
probably only one. I have got, in that series, five septic deaths, or 
one in every 333. Does not that show, so far as these figures show 
anything, that the cases which are left to Nature are, on the whole, 
just as full of risk as the cases 1n which one has to do a great deal ? 

Is not there an etiological factor which has not been considered ? 
] say there is, The factor which we have not considered is the 
woman herself. We all of us look upon the pregnant woman as 
an ordinary healthy person who is going to have a baby. If she 
has got tubercle bacilli in her system, what happens? If she is in 
a non-pregnant condition she may go on for years and never show 
a sign, and when she dies it may be from something else. But if 
she becomes pregnant what happens? Nature sustains her until 
that duty is over, and then she dies. A heart case may keep well 
as long as she is not pregnant, but if she becomes pregnant, as 
soon as her labour is over she dies. Therefore is it not evident 
that we must study the pregnant woman more carefully than we 
have done? And we have to consider what her condition actually 
is. We clinicians do not know what her condition is; we have to 
go to the physiologist, to the bio-chemist, and they give us a lot 
of information. The physiologist, Professor Herring, has been 
studying this matter on albino rats, and he finds that the albino rat 
differs from the normal rat in certain very important ways. The 
liver and the endocrine organs are all changed. And he finds that 
the renal threshold is lowered, and that there is a degree of 
hydremia in the pregnant woman which is very close to the sodium 
chloride retention, and both liver and kidneys are profoundly 
altered in their function during the pregnant condition. 

Therefore I say there is a case for our considering the woman, 
This matter of sepsis is an agricultural problem: you have to 
consider the seed, the soil, and the surroundings. All agriculturists 

E 
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do that carefully. We have, yet, only considered the seed. We 
are constantly considering the cultures which we put in, the seed ; 
but the woman you have never considered, and the time has come 
when we should do so, and when we should regard her as an 


important factor in the situation. 


Dr. F. J. McCann: The hope in treatment is antenatal care, 
and the question is closely associated with housing. You cannot 
expect a woman to avoid the risk of infection who may bring forth 
her child on the floor. What is wanted is cleanliness; and nurses, 
midwives and lay helpers can do much by instructing women to 
keep themselves clean, and io remember that when they are going 
through the process of labour their surroundings must be clean, 
Further, cheap obstetric outfits for the poor should be put upon 
the market and procurable at antenatal clinics. 

If the mortality alone is considered a wrong conception of the 
extent of this disease is obtained. Think of the morbidity, the 
countless thousands of women who suffer from the effects of 
puerperal sepsis, chronic peritonitis, chronic metritis, cervical 
catarrh, cicatricial scars in the broad ligament, badly-healed vaginal 
and perineal tears, etc. 

Notification has proved a failure, but if it is going to continue, 
provision must be made for the care of these sufferers in hospitals, 
and I say that it is a blot on the scientific intelligence of the medical 
profession that to-day these women are admitted into fever hospi- 
tals. They should be admitted into general or special hospitals, 
where the disease can be studied with the aid of all the equipment 
which the modern hospital possesses, and be available for the 
instruction of students, who now go out into practice, most of them 
I fear, without having seen how such patients should be treated. 

You should never despair in the treatment of a severe infection, 
the worst cases may recover. One method of treatment I have 
found very successful, and that is starvation. In cases of peritonitis 
if vou continue feeding, and the patients take plenty of food, they 
get an intense bowel toxzemia which accelerates their death. 
Another method, a very old-fashioned one, viz., the cold-pack, is 
most efficacious in the ‘‘ tvphoid state.” 


Dr. HeNpRy (Glasgow) reported on the incidence of morbidity, 
and deaths from puerperal sepsis in a complete series of 745 
patients confined in) Barshaw Maternity and Child Welfare 
Hospital, Paisley, from its opening three years ago. 

The Hospital contains 18 maternity beds, and enjoys the advan- 
tage of having one experienced practitioner as a resident surgeon, 
with the services of a single obstetrical consultant. Uniformity of 
treatment, records, etc., is thus secured. 
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An investigation showed that 63 cases—i.e., 8.2 per cent.—had 
such elevations of temperature within the first eight days of the 
puerperium as to come under British Medical Association classifi- 
cation of morbid cases. It was found, however, that 22 of those 
cases had, before delivery, some febrile condition, such as acute 
phthisis, influenza, pyelitis, tonsilitis, etc. In eight of the cases 
which had had Cesarean section performed, the immediate post- 
operative rise of temperature was sufficient to bring them into the 
‘ategory of morbid cases. A further five cases had had forceps 
applied before their admission to Hospital. In the remaining 28 
cases there had been either forceps deliveries, extensive tearing 
of the soft parts, retained membrances, or packing of the vagina 
in placenta previa, except in three, where the births were spon- 
taneous without obvious damage. One case in particular had 
never even had a vaginal examination made in the Tlospital, vet 
she ran a prolonged febrile course, and a late investigation of the 
uterine content showed a copious growth of a pneumococcus. 

If we exclude the antenatal febrile cases, all cases of Caesarean 
section, and all in which forceps had heen applied or other gross 
interference carried out before admission to Hospital, we get 
what is more nearly the incidence of puerperal morbidity for the 
Institution—viz., 3.5 per cent. 


It is interesting that out of all the 63 cases, only six can be 
regarded as cases of severe puerperal sepsis, and four of those were 
fatal. In three of the four fatal cases forceps had been applied 
before admission, as also in one of the other severe cases. In all 
this group there was most extensive damage to the maternal soft 
tissues. The fourth tatal case was one of chorea, which had 
reached the advanced febrile stage before admission. The remain- 
ing severe case of sepsis was the one with a pneumococcal infection. 


Lapy Barrett: I will give you the results of the investigation 
of a series of cases of morbidity which occurred in hospital. They 
were investigated from the point of view of ascertaining the source 
of sepsis and the best way of avoiding sepsis in each case. 

1. I would first say that there were several sporadic cases, 
unassociated with any others, which most clearly seemed to arise 
from sepsis within the patient ;and there are one or two cases which 
support the view put forward by Colonel Harrison, that gonorrhoea 
may later be followed by streptococcal infections in the vagina, 
which may light up general streptococcal infections apart from 
examination, 

2. There were two separate outbreaks of infection, which 
seemed to have different causes. In one it seemed clearly due to 
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the accoucheur. These cases were examined from the point of view 
of who delivered them and their technique, and the relations of the 
patients in. the ward to one another. The accoucheur had severe 
oral sepsis and was responsible for four cases of streptococcal infec- 
tion, In addition, on examining the cases which were not on the 
morbidity list but were delivered by that particular individual, 
nearly all of them showed a slight rise of temperature though not 
to 100, which suggested that the exposure of these women to 
infection was there, the difference resulting from their own 
resistance. 

3. Another series arose later, in which there seemed to be 
nothing in common; they were delivered in different labour wards, 
by different people, and were nursed by different people, and at the 
time | saw them they were in different wards. But on going into 
details of each one I found that every one of them, during the first 
few days after delivery, had been in the same position in one 
particular ward. They were all very ordinary cases of delivery, 
and there seemed no reason why they should be septic. This 
movement of patients was stopped, no further admissions being 
allowed until the ward had been disinfected. After that no further 
cases arose. There was one thing in common with all those 
patients, that they all occupied a place in what we may say was an 
infectious ward. Reports of other speakers in this discussion 
suggest that the experience is not unique. How is such infection 
conveyed ? Is it possible that air passages may be the site of entry ? 

4. In a series of cases it is common to find that lacerations of 
the vagina have become sloughy and septic, with evidence of 
uterine infection occurring somewhat late in the first week, instead 
of in the early days of the puerperium. Whether sloughy condi- 
tion of wounds in the vagina is always to be attributed to bad 
nursing, or to the laceration affording a suitable pabulum for some 
forms of streptococci latent within the vagina, I do not know; but 
certain cases of sloughy vagina, or ill-tended perineum, may be a 
starting-point of sepsis, which ascends into the uterus at a later 
date. 


When one is investigating cases of this kind, one is impressed 
by the large proportion of women who are not infected though 
exposed to similar conditions ; and useful as research into the kind 
of sepsis may be, research into the causes of resistance in pregnant 


and puerperal women is likely to be more fruitful in results. A 
research into the bactericidal powers of the blood in women during 
pregnancy, and again in the early days after delivery, might lead 
us to some method which would reinforce resistance and so perhaps 


be more effective in stopping, as a whole, the incidence of puerperal 
infections, 
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Professor HENRY BriGGs recalled 50 years ago the finding of 
germs under antiseptic dressings, and the investigation of them 
and their harmlessness by Watson Cheyne under the direction of 
Lister, who always stated, ‘‘ It is the principle I teach, the identiti- 
cation of the germs will follow’’: the admirable bacteriological 
reports now before this Congress are examples. 

The work underlying the reports issued to-day by the two 
Committees, admitting their bacteriology is of the best, reter to a 
pyrexial period without telling us what it is. What temperature 
constitutes the onset of this? <A very early onset of a pyrexial 
period—e.g., one within 24 hours after labour—suggests a lost 
opportunity of specifying a premature labour. 

A bacteriology largely negative is not inconsistent with an 
extraneous fever. 

Until complete clinical equipment—relatively and recently 
reported at the Rotunda Hospital—is more universal and com- 
bined effort—the lining up of people advocated by Sir Ewen 
Maclean—the rule, the statistics of puerperal fever and its mortality 
will not be materially modified. 


Dr. B. Dawson : I wish to thank the Congress for my presence, 
on my own behalf and on behalf of the South Australian Govern- 
ment, which I represent on this occasion. 

I think a comparison between the conditions existing in Great 
Britain and those in Australia may interest this assembly. 
Australia at present has a higher mortality from causes arising 
from parturition than has Great Britain. The figures for 1922 
were: For Australia, 4.7 per 1,000; for England, 3.81 per 1,000. 
The death-rate from septic conditions alone is practically the same 
in both countries. One very interesting thing, which | discovered 
to-day, is the curious fact, as between urban and rural areas, that 
in urban districts the death-rate is high from septic causes, for 
other causes low. We have deduced from that that although 
greater skill is open to women in urban districts and this prevents 
some of the catastrophes of labour, it may also account for the 
higher septic rate which is found in towns. In other words, the 
increased interference they get in the urban districts may account 
for the greater septic rate; whereas in the rural districts, where 
many women are delivered without interference, the septic rate is 
low, though traumatic and similar cases show a high rate. 

In Australia we have certain disadvantages. We, for instance, 
have no body comparable with vour Central Midwives’ Board, and 
it is only during the last two years that we have registered nurses ; 
we are in the same condition that England was when you had to 
cope with a large number of dangerous and unqualified women 
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who were taking these cases. We have a very scattered popula- 
tion. Women who live on small farms under pioneer conditions 
are usually exhausted with laborious work, their farms are small, 
the houses badly built, and often their ‘‘live-stock ’’ surrounds 
them very intimately indeed! Their food, however, is excellent, 
and they have plenty of fresh air. In the urban districts the 
housing is good. In Australia, rickets is a very rare disease; 
except in Sydney it is practically unknown. 

In Australia there is a growing demand among the public for 
supervision during pregnancy; and it is the aim of the teaching 
centres to create a supply of medical men and nurses who will give 
that supervision. 

And | would like—and I was asked particularly to say this— 
to utter a plea for an Imperial, possibly an international, system 
whereby cases might be recorded on an uniform sheet, that there 
should be some standard or uniform system of case-record. In 
this way, for statistical purposes, you would increase enormously 
the material at your disposal. And it has been suggested that 
the bacteriological technique should be standardized and made, 
as much as possible, uniform. And it is suggested that in certain 
well-defined clinical conditions the treatment should also be 
uniform, and should be controlled by periodic conferences, which 
would supplant a form of treatment which had in the meantime 
been found useless. 


Dr. W. P. P. Gorpon: We in New Zealand have the lowest 
infantile death-rate in the world, and one of the highest maternal 
mortalities, and I ask: Are the statistics of maternal mortality as 
published a reliable guide? I mean a guide as to the incidence of 
puerperal sepsis. | think speakers this morning have already 
touched on that point, and I think I may take it, from the remarks, 
that we cannot base too much on British or International statistics 
as proving the incidence of maternal sepsis. It is rather a sore 
point with us in New Zealand. We have reached the stage at 
which we have to notify our puerperal morbidity. In every 
hospital, if a patient has a temperature over 100° for more than 
two days, it must be notified to a Government Inspector. During 
the next two vears our statistical rate will increase owing to that 
inspection. IT take it that this Congress does not place very much 
stress on international statistics. 


Dr. Remincron Hopps said his opinion was based on the 
results of seven thousand intra-uterine treatments. It was impor- 
tant that the cervix of a septic uterus should be exposed at least 
once daily, presenting retained products gently twisted out and the 
cavity of the uterus svringed out with sterilized glycerine. The 
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only cases in which exploration should be done were those of 
severe hemorrhage. 

The symptoms and signs of an obstructed uterus were not 
sufficiently taught, consequently, pieces of blood clot, membrane, 
etc., were allowed to remain in the cervical canal, thereby causing 
the patients unnecessary pain, and consequently promoting sub- 
involution. When inflammation had spread to the Fallopian 
tubes attention should be directed first to the uterus, which was 
painful and tender, and if the uterus were drained there would not 
be a necessity for removing so many of the Fallopian tubes. 

He was now convinced that there was a method of draining 
the uterus which did no damage, which influenced the fall of a 
temperature, lessened pain, and which could be persisted in until 
that viscus had entirely involuted. 


Dr. T. Watts Even: We have hardly begun the systematic 
study of puerperal infection; we have not settled whether it is 
intrinsic or extrinsic in great part. We do not know the real 
significance oi the presence of streptococci in the vagina. <A point 
brought out in the Report was the large number and great variety 
of the local iesions which are found. We do not know as much 
about the pathological anatomy of puerperal sepsis as we should. 
There are some people fortunately placed, like Dr. Hobbs, who can 
count their puerperal cases by the thousand; but most of us learn 
the little that we know of puerperal sepsis from the cases we see in 
consultation, and we do not see them, as a rule, until they are in 
the last stages. It is impossible to undertake anything approaching 
a systematic study of puerperal sepsis unless we have hospital 
facilities for studying the disease from beginning to end, and this 
we have not at present. Our Poor Law infirmaries, in many ways, 
are better equipped than we are. We want puerperal sepsis cases 
in an institution with bacteriological and other facilities and every 
modern method of investigation at command, Until the hospitals 
are allowed to provide special accommodation for cases of puer- 
peral sepsis, in which they can be thoroughly investigated, we shall 
not make progress. Until we get assistance from the Govern- 
ment we cannot do anything. The hospitals cannot do it; they 
have not the money for it. Dr. Fletcher Shaw, of Manchester, 
suggested to me that it would be a good thing if the Congress 
would express its opinion officially upon the necessity of the pro- 
vision of hospital accommodation for this purpose, and send its 
recommendation to the Ministry of Health. I do not know whether 
the President thinks it is part of the function of this Congress 
If it is, | think it would be well to let the Ministry know that, in 
the opinion of the Congress the most important thing at present in 
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the matter of prevention of puerperal sepsis is, that its systematic 
study should, at long last, be begun, and that it can only be carried 
out by provision of proper hospital facilities. 


The Presipent (Dr. Russell Andrews): With regard to Dr. 
Eden’s proposal from Dr. Fletcher Shaw, two or three months 
ago the Section of Obstetrics and Gynecology sent up a very 
similar piece oi advice to the Ministry of Health, after we had 
been asked to give our opinion about notification, etc., of puerperal 
sepsis; and | think it would be a very good thing to ‘‘ rub it in”’ 
by sending a resolution from this Congress. 

There is much in the discussion that one would like to talk 
about, but there is no time. One or two of the speakers thought 
the compilers should have put in things which they did not get 
out of their records. We were asked to prepare a Report on the 
records that were sent to us; we did not put our own opinions 
into it. Mr. Victor Bonney said we should have been bolder and 
said that the 25 per cent. were intrinsic; we had no right to do 
that. We put down that in 25 per cent. there was no obvious 
cause for infection; we could not do more. Professor Briggs did 
not think we had behaved as we should as regards pyrexia; but, 
again, we had to go by the records. 

Most of the speakers have agreed with what | said this morning, 
that in the more universal adoption of ante-natal observation lay 
one of our chief hopes in the prevention of puerperal sepsis. 

I was very much interested in Professor Whitridge Williams’ 
remarks about treatment of severe cases. The late Dr. Herbert 
Williamson, three or four years ago, said, ‘‘ You have been in 
charge of a puerperal sepsis ward for 12 vears, and I have been in 
charge of one for four or five years; what do you think the treat- 
ment should be ?’’ I said, ‘‘ The treatment is--nursing and look- 
ing out for pus,’’ and he said, ‘* It is a gloomy view, but I agree 
with you.’ There is a little more to be done than that, but it 
seems that many of the treatments which have been used are not 
of very great avail. 


The CHAIRMAN (Dr. Gemmell): I think we should be extremely 
careful in the views which we put forward on the question of 
autogenous and non-autogenous infection. We have to remember 
that the day has come when, as far as the lay mind is concerned, 
and the legal and professional mind, they are always on the look- 
out for something which will enable them to say ‘‘ There vou are, 
it was your fault.’’ We know that to say puerperal sepsis is 
autogenous is to a certain extent dangerous; and, again, to say 
that puerperal fever is always brought to the patient is dangerous 
on the other side. So, in putting our views, we want to do so 
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forcibly and quietly, at the same time feeling we have the old- 
fashioned right of the individual to bring to bear on the nature of 
the case a reasonable amount of professional knowledge and 
experience. 


The terms of the resolution, carried unanimously at Friday’s 
meeting, were :— 

‘“In the opinion of the British Congress of Obstetrics and 
Gynecology, the most urgent requirement in connexion with 
the problem of sepsis is the provision of adequate accommodation 
for the reception and treatment of these cases in hospitals, 
supervised wherever possible by obstetric surgeons.”’ 


Mr. A. W. Bourne: The chief facts brought up to-day are that 
in our Report there are two distinct groups of cases from the 
prevention point of view. There is one group of 25 per cent. which 
had no apparent etiological factor, and for that the problem of 
prevention is a very great one, and requires more extended bacterio- 
logical and serological work to be done. The other 75 per cent. 
concern us as obstetricians. I regard our work as lying almost 
entirely in the direction of prevention; for when puerperal fever is 
established we obstetricians have little to do that differs from what 
is done by the general practitioner of medicine. Those 75 per cent. 
are largely cases of difficult labour, and I feel strongly the way in 
which we should go to prevent puerperal sepsis in bulk is not so 
much by bacteriological investigations—though they are neces- 
sary—as by increased and more efficient teaching. Those of us 
here who are teachers should, in season and out of season, hammer 
into students and nurses the enormous importance of antenatal 
examination and treatment, and a minimum of intranatal inter- 
ference. Much of our teaching is devoted to points which are 
abstruse, and of little practical value, and when we teach this ante- 
natal work we must stress its immense importance. Wien we 
send our students out of hospital fully equipped in antenatal 
treatment, and with a full realization of the enormous importance 
of diagnosis during pregnancy, we shall have done more to stamp 
out puerperal fever than by any other method. 

A very large number of women, especially in rural districts, in 
this country, Wales and Scotland have no antenatal care and no 
urine testing done. The way to stop the massive incidence of 
sepsis is by the inculcation of these ideas into students. Those who 
are teachers have the greatest power in stamping out the disease or 
the reduction of it to the irreducible minimum by teaching princi- 
ples. We shall get to a low incidence point in years to come, and 
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shall not be able to get further, probably, for there are some 
unknown factors over which we have no control whatever. 

On one point raised by Dr. McCann I wish to state my 
disagreement, and that is, on housing. He said a chief point is 
the question of housing. In the Registrar-General’s Report the 
maternal mortality in Shoreditch is the lowest of any of the 
Metropolitan boroughs, and that of Hampstead is one of the 
highest. In the first of these there are squalid conditions of 
housing, in the other the housing conditions are excellent. 
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Further Observations Concerning Premature Separation 
of the Normally Implanted Placenta.* 


By J. WuitrRipGe WILLIAMS, 
Professor of Obstetrics, Johns Hopkins University, Baltimore. 


IN 1915 I described two uteri which | had removed on account of 
their inability to contract and retract satisfactorily after Caesarean 
section as the result of disorganization of their walls by intra- 
muscular hemorrhage. At that time | reviewed the literature 
critically, and | pointed out that my experience had led me to 
believe that premature separation of the normally implanted 
placenta resulted in ante-partum hemorrhage quite as frequently 
as placenta preevia. 

In this communication [ shall describe in some detail the clinical 
and anatomical findings in a case of concealed haemorrhage due to 
this accident, and treated by supravaginal hysterectomy, and after- 
wards | shall consider critically my experience with the condition 
during the nine years following my original publication. 1 shall, 
however, refer only incidentally to the considerable literature upon 
the subject, as | reviewed it in 1915, and it has since been amplified 
by Gordon Ley, Willson, Holmes, Portes and others. 

Description of Case. L.W., history 13795, a 33 vear old white 
woman, who had previously had two normal deliveries, was regis- 
tered in the prenatal clinic July 23rd, 1924. She was in the ninth 
month of pregnancy and in good condition. No oedema, urine and 
Wassermann negative, blood pressure 116/74. 

Kighteen days later she complained of feeling very weak and 
was seen at her home by the out-patient assistant. He realized 
that she was seriously ill and at once sent her into the clinic. On 
admission she complained of great weakness and an occasional 
uterine contraction. She was very pale and presented an ashy 
appearance ; pulse-rate 140, temperature 101, blood pressure 110/70, 
and haemoglobin 32 per cent. The full-time uterus was ligneous 
in consistence, and the foetus could not be palpated through it. 
There was no sharp abdominal pain and foetal heart sounds could 
not be heard. Vaginal examination showed that the external os 
was closed and the cervical canal unobliterated. There was no 
vaginal bleeding. 


Dr. Gray, who saw the patient in my absence, diagnosed 
concealed hemorrhage, and properly concluded that her only 


* Read at the Fifth British Congress of Obstetrics and Gynecology, 
April, 1925 
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chance lay in prompt Ceesarean section. Catheterization just 
before operation showed that the bladder was empty. When the 
uterus was exposed its characteristic mottled metallic appearance 
caused him to feel that it would retract poorly, and, in order to 
reduce the loss of blood to the minimum, he decided to remove it 
unopened. Accordingly, a typical supravaginal amputation was 
done, leaving the normal Fallopian tubes and ovaries. Practically 
no blood was lost, and the abdominal wound was closed in the 
usual four layers. The abdominal cavity contained a small 
amount of blood-stained fluid, but its origin was obscure, as the 
patient had not been long in labour, nor could any fissures be 
found on the peritoneal surface of the uterus. 

Preparations were made for blood transfusion, and 1,500 cc. of 
normal saline were infused under the breasts during the course of 
the operation. The patient left the table in fair condition, but 
twenty minutes later the pulse-rate became very rapid and com- 
pressible and death occurred a few minutes later. 

An autopsy was permitted, and the anatomical diagnosis was 
‘* Clinical history of premature separation of the placenta, with 
hysterectomy ; bloody fluid in the abdominal cavity ; corpus luteum 
in right ovary; old tuberculosis of right apex, with pleural 
adhesions; caseous and calcified peribronchial glands; carious 
teeth.’” Microscopic examination showed that the various organs 
were normal except for slight parenchymatous changes in the 
epithelium of the convoluted tubules of the kidneys, but there were 
no signs of advanced toxemia of pregnancy. 

The specimen consists of the unopened full-time pregnant 
uterus, which, after hardening overnight in formalin, measures 
28.5 x 21 x 19cm. in its various diameters. From the peritoneal 
duplication upwards, the entire anterior wall, except in the region 
of the right horn, presents the characteristic metallic discoloura- 
tion; while a similar condition obtains in the posterior wall, except 
in the region of the left horn. Below the peritoneal duplication 
there is no discolouration. 

One hundred ccm. of amniotic fluid was drawn off by means of 
a syringe and replaced by 4o per cent. formalin, and some time 
later the specimen was divided by a sagittal mesial section, when 
it was found that the full-time male child lay in L.O.A. (3020 gms.) 
while the placenta, which had been implanted upon the posterior 
wall, was completely separated from its original site, except at its 
lowermost end, by an oval collection of coagulated blood measur- 
ing 6cm. at its thickest part. 

The illustration, which was kindly drawn by Mr. Max Brodel, 
shows that the placenta is 18 cm.in length and varies from 1 to 2cm., 
in thickness Its lower pole is still in contact with the uterine wall, 
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while the rest of it is completely free. In the fundal region, the 
separation extends about 5 cm. into the membranes, but elsewhere 
they are closely attached to the interior of the uterus. 


The clot separating the placenta from the uterine wall is oval 
on sagittal section, measures 6 x 14cm., and does not exceed 
500-750 cc. in amount. The foetal surface appears normal. The 
cord is inserted centrally, but somewhat to the right of the mid- 
line. 

For a distance of about 10cm. from the left margin of the 
placenta, the interior of the uterus presents a homogeneous 
purplish appearance, from the upper boundary of the lower 
segment to the fundus. <A similar discoloration extends from the 
right margin of the placenta, but involves a smaller area, which 
nowhere exceeds 4cm. in width and is irregular in outline. The 
rest of the uterine cavity is free from discoloration, but presents 
numerous petechial spots, varving from a pin point to 2 x 8mm. 
in area. 


The amputation extended through the cervical canal, of which 
about 1 cm. forms part of the specimen. It presents an oval lumen, 
4x16mm., over which the intact membranes extend. The uterine 
wall varies greatly in thickness, measuring 2mm. at the lower part 
of the anterior wall and 10 mm. at the placental site on the posterior 


wall. 

Microscopic study of sections through the uterine wall at the 
centre of the area of separation, shows that the decidua basalis has 
been completely disorganized by haemorrhage, so that the individual 
cells are isolated and lie free in the surrounding blood. The pro- 
cess also involved the musculature in contact with the decidua. 

Sections through the placenta at the opposite side of the hzema- 
toma show that its maternal surface is covered by a thin laver of 
normal decidua. On the foetal surface the amniotic epithelium is 
well preserved, beneath which is the typical chorionic membrane. 
The chorionic villi present a normal appearance with an abundance 
of blood in the intervillous spaces. 

Sections through the entire thickness of the uterine wall, both 
at the placental site and elsewhere, show that the muscle fibres 
pursue an almost parallel course, which apparently indicates that 
the uterine contents had been subjected to considerable distension. 
In general the musculature is normal, but especially in the outer 
iayers it is spread apart by small collections of haemorrhage, which 
apparently are venous in origin. The disassociation of the musc'e 
fibres is, however, less pronounced than in most specimens of 
premature separation which | have studied. In the musculature 
beneath the placental site are many small areas in which the fibres 
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are spread apart by oedema, and in these areas many clasmatocytes 
may be seen. 

Outside of the placental site the normal foetal membranes are 
in situ and present the usual appearance. The petechial areas 
noted in the gross description are in part due to the distension of 
small veins and in part to small areas of intra-muscular haemor- 
rhage. Nowhere in the specimen could be found any trace of 
degenerative changes in the muscle fibres nor of decidual inflam- 
mation. 

Sections through the cervical region show normal cervical 
mucosa, without any signs of inflammation. 

Diagnosis: Premature separation of the placenta; concealed 
hzemorrhage (retroplacental hzematoma); moderate intra-muscular 
heemorrhage, no inflammatory lesions. 

From the description, it is apparent that we have to deal with a 
complete separation of the normally implanted placenta, associated 
with concealed hemorrhage, as well as with haemorrhagic lesions 
in the uterine musculature, identical with those described by Couve- 
laire, Essen-M6ller, Gordon Ley, myself and others, and which will 
be discussed later. 

There are, however, several points which deserve mention at 
this juncture. In the first place, in view of the, negative autopsy 
findings, it would scarcely appear justifiable to attempt to connect 
the condition with an ordinary toxemia of pregnancy ; although it 
was unfortunate that urine could not be obtained at the time of 
operation and thus permit a positive statement as to the presence 
or absence of albumin. Furthermore, the normal blood pressure 
reading would speak against such a contention ; although it might 
be objected that it was deceptive, in that the original pressure had 
been much higher but had fallen to the level noted as the result of 
hzemorrhage, as I have seen happen upon numerous occasions. 
Such an objection, however, can scarcely be considered, as the 
hemorrhage was entirely limited to the retroplacental hamatoma, 
which could not amount to more than 750 ccm. 

Furthermore, the question arises as to why the patient should 
present a pulse-rate of 140, a pallid appearance, and other signs of 
shock, if the actual loss of blood were so limited. Had an autopsy 
not been performed, it might have been surmised that additional 
hemorrhage had occurred into the peritoneal cavity or elsewhere, 
but the fact that the autopsy was conducted by trained observers 
in the Pathological Department negatives such a supposition, and 
reduces us to the alternative of attributing the symptoms to the 
shock connected with the dissociation of the uterine musculature, 
or to the action of some suppositious toxin. Whatever the real 
explanation may be | am convinced that the loss of an amount of 
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blood corresponding to that contained in the retroplacental haema- 
toma cannot supply a satisfactory explanation for the serious con- 
dition of the patient. 

Frequency. In my article of 1915, I stated that premature 
separation of the placenta was probably as frequent a causal factor 
in the production of antepartum hemorrhage as placenta previa, 
and I reported that 17 and 14 examples of the two conditions, 
respectively, had occurred in the previous 2,000 admissions to my 
service. Recently | have gone over our material up to December 
31st, 1924 (Histories 7200—14200), and find that in seven thousand 
admissions there were 40 cases of premature separation and 50 
cases of placenta previa. Or, upon combining the two sets of 
figures, we have observed the two conditions in 57 and 64 instances 
in g,000 consecutive admissions—-an incidence of six-tenths and 
seven-tenths of 1 per cent, respectively (0.006, 0.007). This means 
that premature separation of the placenta is a relatively common 
complication of pregnancy and labour, and one with which every 
one practising obstetrics must sooner or later meet. Moreover, it 
is interesting to note that the condition is reported less frequently 
from Germany and Austria than elsewhere. For example, Frank! 
and Hiess noted it only 34 times in 35,352 labours occurring after 
the 28th week in the first Clinic in Vienna to January 31st—an 
incidence of less than one to one thousand. Can this mean that 
conditions in England, France and America favour the production 
of the accident, or must some other explanation be invoked ? 

In our last forty cases, the accident occurred in women of all 
ages and at every stage of their reproductive career, the voungest 
being a 15-vear primipara and the oldest a 43-vear x-para. The 
accompanving tables give the necessary details 


Age. Parity. 
15—1I9 vears ... 10 cases Para o 
20—29__,, dy. i 
20—39 ,, ah il 
40 or more st ili 
iv 
Vv oe 
vi or more 


40 cases 40 cases 


In other words, the accident occurred most frequently in women 
pregnant for the first time or in those who had six or more children. 
As would be expected the majority of cases were observed in women 
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in full reproductive vigour, namely between the 2oth and 3oth year, 
but it is surprising that exactly one-quarter of all the cases occurred 
in women who had not reached their twentieth vear. Naturally 
our figures are too small to permit accurate statistical deductions, 
but they clearly show that radical differences must exist between 
premature separation and placenta przevia, as it is exceptional for 
young primipare to present the latter condition. It should be 
noted that in 21 instances the pregnancies went to term, while in 
1g the child weighed less than 2,500 grams or measured less than 
45 cm. in length (prematurity). 

In a condition whose clinical course is so variable as in the one 
under consideration, it is difficult to classify the individual cases, 
but in order to emphasize the seriousness of the condition to both 
the mother and child, | have divided the cases into three groups : 
mild, severe, and those requiring Czesarean section; though it will 
of course be realized that such a division is very defective, as some 
of the severe cases would have been delivered by section, had they 
been seen earlier in labour, and probably some of the sections 
would not have been done had I seen all of the patients personally. 

I have classified as mild all cases in which the patient did not 
appear to be seriously ill, and in which the chief symptoms 
seemed to be a so moderate loss of blood that radical intervention 
did not appear indicated. As serious, I have grouped together the 
patients in whom the loss of blood or the shock was alarming. 
These include five cases of absolutely concealed hemorrhage, some 
of which would have been treated more radically had the cervix not 
been fully dilated when the patient was admitted. Finally, I have 
grouped together the 10 patients upon whom Cesarean section was 
performed ; and the accompanying table gives information concern- 
ing each group, together with data as to whether the child was term 
or premature and whether it lived or died. 


Term. Premature. 
Total Child Child 
No. No. dead. No. dead. 
Mild- spontaneous ie sh ie. 6 4 
Mild—operative : 
Severe, external blee shin, I 
Severe, external bleeding, operative ... I 
Severe, concealed bleeding, spontaneous 2 
Severe, concealed bleeding, operative 


spontaneous 


Cesarean section 
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Or, to state the facts in another way, there were 19 mild cases 
with external bleeding, as opposed to 16 severe cases with com- 
bined external and internal bleeding, and five severe cases with 
entirely concealed bleeding. 

Some idea of the gravity of the condition may be gained by 
stating that 17 cases terminated spontaneously and 23 required 
operative assistance. Included in the latter were the 10 Cesarean 
sections, and 13 other less radical operations, divided as follows : 
version and extraction 4, forceps 3, introduction of bag 3, breech 
extraction 2, and manual dilatation followed by version, 1. 


Three mothers (all in the Caesarean group) and 29 children 
died, a gross mortality of 7.5 and 72.5 per cent., respectively ; the 
mortality of the term and premature children being 57.1 and 87.5 
per cent., respectively. Or, to state the results differently, there 
were no maternal and 11 foetal deaths in the 19 mild cases, as 
contrasted with 3 maternal and 18 foetal deaths in the 21 severe 
cases, a mortality of 0, and 57 per cent., and of 14.3 and 85.7 per 
cent. in the two groups, respectively. In other words, our figures 
indicate that in the severe cases, at least, the accident is serious 
for the mother and alarming for the child. 


Those who are interested in details will find in the Appendix 
condensed histories of (a) five cases of concealed hemorrhage 
treated by the usual obstetrical procedures, and of (b) one case of 
concealed and nine cases of combined external and_ internal 
hemorrhage treated by Czesarean section. 


A—-Histories 8899, 10049, 10125, 11610, 14142. 
B— +» 9965, 11478, 11535, 11626, 12219, 
12990, 13037, 13128, 13795, 14209. 


Of these, case 13128 is of sufficient interest to be recorded here. 
The 28-year-old patient had two previous labours in which she was 
attended by my associate Karl M. Wilson. In the last of these, 
which occurred in October, 1922, she had premature separation of 
the placenta, with characteristic symptoms and lesions, and just 
escaped with her life following a conservative Czesarean section. 
When she became pregnant for the third time, she was very much 
alarmed and consulted me frequently during the course of the 
pregnancy. It progressed normally, and when | saw her on the 
afternoon of January 3rd, 1924, she was at term with a large 
child presenting in L.O.A. urine negative and blood pressure 
110/80. Thirty hours later she fell in labour, and shortly after- 
wards began to bleed profusely. She at once entered the Clinic and 
was seen by Dr. Wilson, who found the uterus ligneous in con- 
sistence, the patient considerably shocked and complaining of 

‘ 
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severe abdominal pain. The heart sounds were audible. Imme- 
diate preparations for Caesarean section were made, but before the 
operation was staried the foetal heart sounds had disappeared. The 
uterus was opened within less than four hours after the first pain 
and a dead full-time child extracted. The placenta, which had been 
inserted upon the posterior wall, was found free in the uterine 
cavity, along with 500—600 ccm, of clotted blood. The posterior: 
wall of the uterus presented typical haemorrhagic lesions in the 
fundal region, but as it contracted satisfactorily it was sutured 
and not removed. There was no involvement of the tubes, ovaries 
or broad ligaments. 

The patient was much shocked after the operation, pulse scarcely 
perceptible, blood pressure 66 systolic, diastolic not obtainable. 
Prompt recovery followed the transfusion of 500 ccm. of blood and 
the patient was discharged in excellent condition on the 18th day. 
The bladder was empty at the time of operation, but the following 
day the urine contained 6 grams of albumin per litre and many 
casts. These, however, rapidly disappeared, so that the urine was 
normal on discharge and remained so some months later. On the 
second day the hemoglobin reading was 32 per cent. 

This case is of the greatest interest, as it demonstrates that the 
condition may recur in succeeding pregnancies and bears out the 
experience of Couvelaire, as recorded by Portes, who observed one 
patient in whom the condition recurred once, and another in whom 
it recurred in two succeeding pregnancies, and it demonstrates the 
necessity for caution in expressing a prognosis in all such cases. 

The case is also of interest on account of the fact that the urine 
and blood pressure were normal thirtv hours before the accident, 
and that the pronounced albuminuria rapidly disappeared during 
the puerperium and normal conditions continued afterwards. For 
these reasons chronic nephritis can be eliminated as a causal factor, 
and the question arises, whether the accident was due to a 
foudroyant pre-eclamptic toxemia, or whether the urinary 
disturbance was a secondary phenomenon. 

Anatomical Lesions.—In all of the Czesarean cases, except 
No, 12219, the uterus at the time of operation presented the ‘char- 
acteristic purplish-bluish, metallic discoloration of its walls with 
which we have become familiar during the past few vears—the 
so-called utero-placental apoplexy of Couvelaire. The extent of 
the haemorrhagic infiltration varied greatly in the individual uteri, 
sometimes involving the entire body, and sometimes being limited 
to a relatively small portion of it. In several instances the 
hemorrhagic lesion extended bevond the uterus. In Case g965 it 
involved the right ovary and broad ligament; in Case 11535 the 
right broad ligament; while in Case 14209 both broad ligaments 
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were distended with blood, but the appendages were intact. More- 
over, in a recent case (March, 1925) both tubes and ovaries were 
involved, the broad ligaments were converted into huge hemato- 
mata, and the peritoneum was dissected off from the iliac fossz 
by large collections of dark semi-coagulated blood. 

Whether similar hzemorrhagic changes were present in the 
non-operative cases we naturally are unable to state, but the occur- 
rence of atonic post-mortem hemorrhage in several instances 
makes such a supposition probable. 

It should also be mentioned that, in Case 14209, a linear tear 
extending through the peritoneum was noted on the lower part of 
the posterior wall of the uterus, similar to the fissures described 
by Fraipont, Krauer and others, and which afforded a satisfactory 
explanation for the intra-abdominal haemorrhage observed. 

In six instances we were able to study the uterine lesions histo- 
logically. In three, including the case which forms the basis for 
this report, the entire uterus was available; while in three others 
a strip of muscle was excised from one side of the incision at the 
time of operation. In each instance lesions were noted similar 
to those described in my original article, and wherever the dis- 
association of the muscle fibres was not excessive, it could be 
seen that the smaller intra-muscular hzemorrhages always occurred 
about the periphery of veins of small or moderate calibre. It was 
also noted in every case that the intramuscular hemorrhage was 
more pronounced in the outer than in the inner laver of the uterine 
wall, thereby affording additional support to the contention of 
those who hold that such observations render it unlikely that the 
blood originated from the interior of the organ, and was forced 
into the muscularis as the result of increased intrauterine tension. 
This localization of the lesion was particularly striking tm Case 
11626, in which an intramural myoma, 12 cm. in diameter, occupied 
the posterior wall of the uterus, and whose thick capsule presented 
the characteristic hemorrhage involvement, while no blood was 
present in its necrotic interior. 

Unfortunately, in none of the six specimens was I able to find 
the degenerative vascular changes, which | described in my pre- 
vious article ; consequently | cannot claim that they are of constant 
occurrence. Nor could I verify the statement of Gordon Ley that 
individual muscle fibres, far removed from the hemorrhagic areas, 
present degenerative changes. 

On the other hand, I am able to confirm my previous observa- 
tion, that areas of oedema occur in the muscularis outside of the 
hemorrhagic areas. In each of the six uteri, | was able to 
demonstrate that in places the muscular fibres were spread apart 
by a coagulated clear fluid, in which many clasmatocytes were 
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present. Whether these cells represent a defence mechanism, or 
serve some other purpose, I have no means of knowing. 


Furthermore, | was unable to find any signs of leucocytic 
infiltration in the layer of decidua still attached to the uterine 
wall, whether at the placental site or elsewhere. This tends to 
confirm the statement of Frankl and Hiess, and is opposed to the 
belief of Gordon Ley, that inflammatory lesions are frequently 
present. Moreover, every placenta in the series was studied micro- 
scopically, and in none of them was any sign of decidual inflam- 
mation demonstrable. 

In this connection | might add that, except where complete 
separation had occurred, each placenta afforded ocular proof of the 
occurrence of separation by the presence on its maternal surface 
of oné or more depressed areas of varying size, which were either 
filled by old clot or lined by fragments of coagulated blood. 
When the depression was deep, the placental tissue at its base 
showed definite signs of compression and was only a fraction as 
thick as elsewhere. Moreover, microscopic examination showed 
that the interior of such depressions was lined by a layer of 
decidual tissue, thereby indicating that the hzmorrhage, which 
had inaugurated the separation, had originally begun in the 
decidua. At the same time, I should not care to be understood as 
claiming that the primary hamorrhage never originates in the 
depths of the placenta; as in a recent case, which has not yet been 
studied microscopically, conditions obtained which are at least 
suggestive of such a possibility. 

Causation. As yet we are entirely ignorant of the ultimate 
cause of the accident, and can do little but speculate concerning it. 
At the same time, our observations afford a good deal of negative 
evidence, and enable us to dispose effectually of various factors 
whose etiological significance has been urged by numerous writers, 

In the first place, there is nothing in our material to support 
the traumatic origin of premature separation. It is true that in 
Case 7243 the patient reported that she had slipped on the stairs 
before the accident, and in Case 9253 that she had done an 
unusually heavy wash the morning before the hemorrhage com- 
menced. A similar history, however, can be elicited from many 
women who have normal labours, and in my opinion must be 
regarded as coincidental; particularly as in the case just referred 
to the patient suffered from chronic nephritis. Moreover, the fact 
that the first indication of the accident frequently occurs while 
the patient is at rest in bed clearly demonstrates that traumatism 
is not an essential etiological factor. 

Furthermore, the observation that the umbilical cord was not 
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unusually short in any of our cases, renders it unlikely that 
detachment of the placenta often results from excessive traction. 

The experiments of Morse, who showed that hzmorrhagic 
lesions can be produced in animals by artificial torsion of the 
uterus or by interference with its circulation, are undoubtedly 
correct. But, in my opinion, the changes observed are to be 
correlated with those occurring in ovarian tumours with twisted 
pedicles, and do not prove that such mechanical factors are con- 
cerned in the production of premature separation in women. Since 
the appearance of his paper, we have been careful to note the 
position of the uterus whenever the abdomen is opened, but in 
none of our patients treated by Czesarean section did the uterus 
present evidence of being markedly twisted upon its vertical axis. 
It is true that Polak has reported and pictured an instance in 
which such torsion had occurred that the Czesarean incision lay in 
the neighbourhood of the insertion of left round ligaments; but, 
so far as I am aware, it is the only evidence which has been 
adduced in support of Morse’s contention. Accordingly, it would 
appear that torsion of the uterus can be concerned in the pro- 
duction of the accident only in the most exceptional circumstances, 

I have already r referred to the absence of decidual endome- 
tritis in all of our cases, so that I feel no hesitation in denying 
that it plays any etiological réle; and that when it is noted 
should be regarded as a coincidental finding. The same may be 
said concerning syphilis. Wassermann tests were made in 37 
of our patients, and were positive in only three—-which is lower 
than the incidence of 11.2 per cent. reported by me in 4,547 con- 
secutive pregnant patients or that of 9.4 per cent. observed by 
Cruikshank in one thousand patients. 

In my previous paper | stated that I believed that a toxzemia 
of some kind was responsible for the production of at least the 
majority of the serious cases, and all subsequent writers hold 
similar views, although they differ among themselves as to its 
nature and mode of action. The chief argument in favour of this 
theory is based upon the sudden onset of the accident, its occa- 
sional occurrence in toxzemic or eclamptic women, the occasional 
demonstration of degenerative lesions in the kidney or liver, but 
particularly upon the presence of albuminuria in a large propor- 
tion of the patients. This was noted in 91.3 per cent. of the 
cases collected by Portes, in 86 per cent. by Willson, in 84 per 
cent. by Gordon Ley, and in 56 per cent. by Frankl and Hiess, 
although each writer stated that the quantity of albumin might 
vary from a mere trace to an alarming amount. 

As such gross statistical evidence does not appear entirely 
convincing, | have analyzed our findings. In two cases, which 
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ended fatally a few minutes after Caesarean section, which was 
periormed promptly after admission, no urine could be obtained 
upon catheterization, but in the remaining 38 patients more or less 
satisfactory observations were made; although it is unfortunate 
that in many instances an ante-partum examination was not 
possible, while in others it was made so long before the accident 
as to be devoid of significance. The accompanying table gives a 
resumé of our findings. 


Table showing the presence or absence of albumin in the urine of 
38 patients. 


Antepartum. Postpartum 
None Trace Much 

showed no albumin 1—-7 days before labour 

showed no albumin 8—21 days before labour 

showed toxemia or nephritis before labour 

showed trace of albumin at time of labour 

showed much albumin at time of labour 

had no note before labour 


Accordingly, it is seen that of 38 patients, 15 showed no albumin 
at any time during the puerperium, 14 showed only a trace, while 
g presented marked albuminuria, which in one instance was as high 
as 6 grams per litre. Upon analyzing these figures, it seems fair 
to conclude that the women in the first group (40 per cent.) gave 
no evidence of suffering from any of the usual forms of toxzemia. 
In the second group such an association is debatable, more particu- 
larly as in many instances only voided specimens were examined, 
and it is notorious that the urine of a large proportion of normal 
puerperal women presents a trace of albumin. On the other hand, 
it must be admitted that the nine patients in the last group (26 per 
cent.) presented marked albuminuria, and were the most seriously 
ill of the series. 

As has been pointed out, three of the patients presented indubit- 
able evidence of toxzemic conditions preceding the accident. Case 
10049 was sent into the clinic from the prenatal service on account 
of pre-eclamptic toxzemia, with oedema, albumin +++ +, and a 
blood pressure of 180—115. Premature separation occurred the 
following day, and 16 months later the urine contained a trace of 
albumin, 

Case 11535 was normal 18 days before the accident, but pre- 
sented mild pre-eclamptic toxemia on admission—o.25 grams of 
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albumin and a blood pressure of 150/95. On discharge, the 
albumin had disappeared and the pressure was normal. 

Case 7243 presented definite signs of chronic nephritis ten days 
before the accident, and was discharged in the same condition 
with a phthalein output of 18 per cent. 

Three other patients presented marked albuminuria when 
admitted in labour, but, as they had not been observed previously, 
the association with toxzemia is not proven, as it might well be 
that the albuminuria had resulted from the accident instead of 
being associated with its cause. 

On the other hand, it is important to realize that the findings 
in the two fatal cases, which came to autopsy, showed no anato- 
mical signs of toxzemia, and, strangely enough, they were the two 
patients in whom no urine could be obtained upon catheterization 
immediately before operation. The findings in one of them have 
already been mentioned in connection with Case 13795, which 
forms the basis of this article, while in the other (Case 13037 
nothing was found but signs of pronounced anemia. Such nega- 
tive results are of special significance, as they were recorded by 
trained pathologists, who had no interest in any particular theory 
concerning the etiology of the accident. 

Finally, Case 11626 is of particular interest in this connection, 
as the patient had been under treatment in the medical clinic, 
where a diagnosis of essential hypertension had been made before 
the beginning of the present pregnancy. She was under our 
observation for some weeks prior to the accident, showed no 
signs of albuminuria, but presented a very high pressure, which 
showed great variations, but averaged about 200/110. During the 
day of labour it was 240/140, but no albumin was present. Unfor- 
tunately she died immediately after Czesarean section and an 
autopsy could not be obtained. 

From the evidence here adduced it is clear that premature 
separation may occur in women who at no time present any 
manifestations of the ordinary toxemia of pregnancy; while, on 
the other hand, it may develop in those who present the typical 
picture of pre-eclamptic toxzemia or actual eclampsia. Moreover, 
it may occur in patients suffering from chronic nephritis or from 
essential hypertension without albuminuria, Furthermore, it is 
clear that the cases associated with marked albuminuria tend to be 
more severe than when albumin is absent or is present only in 
small amounts. For example, in our series, seven of the nine 
patients belonging in the former category presented concealed 
hemorrhage or required Czesarean section, as compared with six 
of the 29 patients in the latter category. 

In this connection, one should bear in mind the observation 
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of Douglas Miller, who found that a mild albuminuria was demon- 
strable in a considerable proportion of his patients with placental 
praevia, and he attributed it to changes which had taken place in 
the separated portion of the organ. It is equally possible that 
alterations which may occur in the prematurely separated placenta 
may give rise to similar phenomena. In which event the albumin- 
uria would be secondary, and not associated with the factor or 
factors responsible for the primary production of the accident. 

However this may be, I have attempted to direct attention to 
some of the fallacies inherent to the toxeemic theory, not for the 
sake of being captious, but simply to enable me to emphasize that 
the problem is more complex than it appears to many, and that 
we only conceal our ignorance when we talk glibly of a supposi- 
tious toxzemia, concerning whose nature we are ignorant. Further- 
more, it may be advisable to consider the possibility that the same 
etiological factor is not concerned in all cases of premature separa- 
tion, but that some may be due to comparatively simple causes, 
while others are attributable to a toxzemic process, which may or 
may not be identical with that causing pre-eclamptic toxzemia or 
eclampsia. 

Symptoms and diagnosis. Certain remarks in Holmes’ sugges- 
tive study concerning diagnostic errors resulting from a_ too 
dogmatic belief in the pathognomonic significance of the ligneous 
consistence of the uterus, lead me to say a few words concerning 
the general question of diagnosis. 

When the bleeding is external, the condition is readily recog- 
nized, and the diagnosis is assured by introducing the finger 
through the cervical canal and demonstrating the absence of 
placenta previa. The course to be pursued later will depend upon 
the severity of the symptoms and the condition of the cervix. In 
the concealed variety, on the contrary, the diagnosis is frequently 
made much later than when external bleeding suggests the possi- 
bility of the accident, although the severe pain, shock and pallor, 
and the possible enlargement of the uterus should rarely escape 
observation. It is particularly, however, in this tvpe of case that 
the board-like consistence of the uterus enables one to make a 
positive diagnosis before the appearance of symptoms indicative of 
concealed hemorrhage or of shock, and in several instances the 
recognition of this sign in association with severe abdominal pain 
has caused me to resort to Caesarean section while the pulse-rate 
is still slow and the patient in good condition. Unfortunately, 
however, this sign is not always available, but when it is present, 
I consider it pathognomonic. 

It was present in 14 of our 40 cases, and was not limited to any 
particular type of the condition, though it was present relatively 
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more commonly when the hemorrhage was concealed, and was 
more frequent in the serious than in the milder cases, Our records 
show that ligneous consistence was present in six patients with 
concealed, in five with concealed and external haemorrhage, and in 
three with external hemorrhage alone. Three of the cases ended 
spontaneously, eight required Caesarean section, and the remaining 
three were delivered by other obstetrical procedures. 

The publication of Levant and Portes served to crystallize my 
experience with the pulse in this condition. They stated that it 
varied greatly in both rate and character, and “ that the rhythm of 
the pulsations does not enable one to predict the amount of 
hemorrhage, for other factors (visceral lesions, toxemia, shock) 
may be superadded and tend to modify it.” 

Naturally, a rapid thready pulse, associated with other signs 
of hemorrhage, makes the prognosis more sombre, and in all of 
our fatal cases the rate varied between 120 and 140 before inter- 
vention was undertaken. On the contrary, a slow pulse-rate does 
not necessarily indicate that serious bleeding has not occurred. Thus 
Ceesarean section was undertaken in Case g965 when the pulse-rate 
was 72, while the red-cell count had fallen to 2,200,000 and the 
hemoglobin reading to 24 per cent. Moreover, the pulse-rate may 
suddenly change, and it is not unusual for an approximately normal 
pulse to become suddenly converted into one of great rapidity and 
poor quality while preparations for intervention are in progress, or 
the change may immediately follow the intervention although no 
additional loss of blood has occurred. 

Treatment. The questioni of treatment can be disposed of in a 
few words. If the cervix is fully dilated or easily dilatable delivery 
should be promptly effected by the most conservative means, alw ays 
bearing in mind the possibility of atonic postpartum hemorrhage. 
On the other hand, if the cervix is not dilated, or only partially so, 
the treatment should vary according to the exigencies of the case. 
If the bleeding is slight and the patient in good condition, an 
expectant course may be indicated, whereas if the bleeding is 
profuse or concealed and the patient shows signs of excessive loss 
of blood, Caesarean section should be performed, and the uterus 
should be retained or removed according as it retracts satisfactorily 
or not. Supervaginal amputation is necessary in only a fraction 
of the cases, but if the uterus remains flabby it should be promptly 
undertaken, and with less hesitation, since we have learned that the 
accident may recur in a subsequent pregnancy and put the life of 
the patient in jeopardy for a second time. 

In any operative procedure it should always be remembered 
that the pulse which had been satisfactory up to that time, may 
suddenly become rapid and weak, and that the sovereign remedy in 
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such circumstances is the transfusion of compatible blood. For 
this reason, preparations for transfusion should be made in every 
serious case, and employed or not as circumstances indicate. 
Furthermore, it should be borne in mind that the uterine muscula- 
ture disassociated by hemorrhage offers a diminished resistance to 
infection, so that a febrile puerperium is likely to follow a conser- 
vative section, 
CONCLUSIONS. 

1. The article is based upon the report of a fatal case of separa- 
tion of the normally implanted placenta with concealed hzaemor- 
rhage, in which the amount of blood lost was insufficient to 
account for the symptoms of shock, and in which autopsy failed to 
show the existence of toxzemic lesions. 

2. The natural history of the accident in a personal series of 
40 cases is considered, and details are given of a patient who 
suffered from it in two successive pregnancies. 

3. Antepartum hemorrhage is almost as frequently associated 
with premature separation as with placenta praevia, 57 and 64 cases 
of the two conditions, respectively, having been noted in 9,000 
consecutive admissions. 

4. The prognosis is serious for the mother and alarming for 
the child, the mortality being 7.5 and 75.5 per cent., respectively. 

5. Most severe cases are associated with the utero-placental 
apoplexy of Couvelaire, but not always. 

6. In many of the severe cases, pre-eclamptic toxzemia, 
eclampsia, chronic nephritis or ‘‘essential hypertension ’’ precede 
or accompany the accident. But in 15 of the 37 patients, who 
survived delivery, albuminuria was entirely absent during the 
puerperium. 

7. If many of the severe cases are the result of a toxzemia, it 
must be admitted that its origin and mode of action are unknown. 

8. Evidence is adduced to show that traumatism, syphilis, 
inflammation of the decidua, shortness of the umbilical cord, and 
torsion of the pregnant uterus are rarely, if ever, concerned in the 
production of the accident. 

g. Ligneous consistence of the uterus was observed in about 
every third case. When present it is a pathognomonic sign, but 
its absence does not accord equally valuable negative evidence. 


APPENDIX. 
(Abstract of histories of five cases of concealed haemorrhage 
and of ten cases treated by Caesarean section.) 
No. 8899. 22 vears, o-para at term. Brought to clinic by her 
physician with positive diagnosis In labour 8} hours. No 
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external bleeding, uterus ligneous, pulse 140, Hb. 30 per cent. 
Child dead. Cervix fully dilated. Low forceps after artificial 
rupture of membranes, delivery of dead full-time child, followed 
by 1600cc. of old clotted blood. Uterus retracted well, poorly, 
intrauterine pack. Patient returned to bed, collapsed, pulse 160. 
Rallied after infusion, and made a good recovery, notwithstanding 
a streptococcus infection. Trace albumin in urine. 

No. 10049. 206 years, 1-para,8 months pregnant, Mild toxemia 
in prenatal clinic. Admitted after 4} hours in labour, intense 
abdominal pain, uterus ligneous. Child dead. No external bleed- 
ing, cervix 2cm. in diameter, albumin ++++, B.P. 180/115, 
cedema. Spontaneous birth of still-born premature child an hour 
later. Placenta expressed at once, with 500cc. of old clotted blood. 
Pulse slow. Good recovery. Signs of chronic nephritis one year 
later. 

No. 10125. 32 years, 5-para. Normal when seen in prenatal 
clinic seven days previously. Admitted in labour, 8} hours atter 
onset with intense abdominal pain, ligneous uterus, and no 
external bleeding. Cervix 4—5cm., child dead. Spontaneous birth 
of still-born child of go50grams. Placenta expressed and followed 
by 1ooocc. of old clots, showed depressed area of separation 
10x 12cm., no decidual inflammation. Pulse normal, no albumin, 
uneventful puerperium. 

No. 11610. 16 years, O-para, 8 months pregnant. Seen in pre- 
natal clinic 15 days before admission, no albumin, B.P. 154/100. 
Admitted in labour, no bleeding, ligneous uterus. Child dead. 
Spontaneous birth of still-born premature child after 44 hours’ 
labour. Expressed placenta showed large central depression, 
boo cc. of old clots; followed by postpartum hemorrhage of 
2000C¢c., necessitating intrauterine pack. Next day red count 
2,120,000, Tib. 1g per cent. Transfusion. Febrile puerperium, 
streptococcus hemolyticus and colon; broad ligament abscess 
opened on 16th day. Pronounced albuminuria. Eventual recovery. 

No. 14142. 16 years, O-para, at term. Normal in prenatal 
clinic, 13 days previously. Admitted six hours after onset of labour 
with live child in R.O.P. Two hours later child died, so little 
bleeding that condition was not suspected until second stage when 
uterus became ligneous. Albumin ++, no casts. Low forceps, 
delivery of dead 3710 gms. child. Placenta expressed immediately, 
followed by s500ccem. of old clots, characteristic depression on 
maternal surface. Uneventful puerperium, urine normal at end of 
first week. 

C#®SAREAN SECTIONS. 

No. 9965. 15 vears, O-para, eight months’ pregnant. Night 

before admission sharp abdominal pain, early next morning profuse 
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bleeding. Admitted three hours later. Excessive abdominal pain, 
ligneous uterus. No external bleeding, pulse 72, red-cell count 
2,200,000. Prompt Cesarean section. Escape of amniotic fluid 
under pressure. Extraction of dead child, followed by 600 ccm. of 
old clots and the completely separated placenta. Uterus flabby, 
but eventually contracted after three injections of pituitary extract 
and hot compresses. Characteristic appearance of uterus, particu- 
larly at cornua, with hemorrhagic infiltration of right broad 
ligament. Appendages normal. After operation pulse 110; day 
later Hb. 27 per cent., red cells 1,656,000. Gradual improvement 
after transfusion on sixth day, Hb. 62 per cent. and red cells 
3,768,000 on discharge 26th day. Puerperium febrile for six days. 
First day 1.5 grams albumin, falling to 0.25 gms. on discharge. 
No torsion of uterus, no decidual inflammation. 

No. 11478. 25 years, O-para, at term. Sent in by her physician 
on account of profuse bleeding before onset of labour. On admis- 
sion external bleeding, pulse 80. Uterus soft, cervix admits finger 
tip. Child alive in R.O.P. Prompt conservative section, live 
2670 gram child. Placenta attached to posterior wall with 200 cc. 
hematoma behind it. Child alive. Characteristic lesions of 
uterus, which remained flabby until after the injection of pituitrin 
and ergot. Placenta showed depressed area of separation, but no 
signs of decidual inflammation. Normal puerperium. Hb. 47 per 
cent. first day, 80 per cent. on discharge. Trace of albumin in 
voided specimen third day, none later; no casts. 

No. 11535. 33 years, O-para, eight months’ pregnant. Normal 
on last prenatal visit 18 days previously, mild pre-eclamptic toxemia 
on admission, 0.25 grams albumin, blood pressure 150/95. Sudden 
onset of profuse bleeding and intense abdominal pain. On admis- 
sion ligneous uterus, child dead, membranes intact,external os 3 cm., 
pulse 88, Hb. 50 per cent. Conservative section four hours after 
onset. On incising uterus large amount of old extraovular blood 
escaped. After rupturing membranes dead premature child was 
extracted. Placenta still partially attached with hamatoma behind 
it. Uterus did not contract saisfactorily until pituitrin was injected 
directly into its substance. Excision of strip of muscle for micro- 
scopic examination. Characteristic discoloration, practically limited 
to right half of uterus and extending into corresponding broad 
ligament. Placenta showed depressed area of separation but no 
decidual inflammation. Good recovery, febrile puerperium, urine 
and blood pressure normal on discharge. 

No. 11626. 37 years, iv-para, nine months’ pregnant. Followed 
for three months before labour. Diagnosis of essential hyperten- 
sion in Medical Clinic before beginning of pregnancy. In clinic for 
several weeks, with pressure varying between 266/150 and 200/110, 
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no albumin. When she fell in labour foetal heart was audible; 
began to bleed some hours later when heart had disappeared. 
Diagnosis of premature separation, and balloon introduced through 
1cm. cervix. When seen by Harris, uterus was detinitely larger 
than day before and was ligneous in consistence. Pulse 120— 
130. Transfusion before operation. On opening abdomen, small 
amount of blood-stained fluid escaped. Uterus incised and dead 
child extracted. Placenta on anterior wall, almost entirely 
separated, 500 cc. of old clots. As uterus would not retract, it was 
amputated with minimal loss of blood. Patient died 15 minutes 
after completion of operation. No autopsy. The uterus, which 
presented a myoma 12cm, in diameter on its posterior wall, showed 
the characteristic lesions, especially on its right side. These 
extended into the capsule, but not into the depths of the myoma. 
Appendages not involved. No signs of decidual inflammation in 
the amputated uterus. 

No. 12219. 28 years, O-para, 7} months’ pregnant. Began to 
bleed while being prepared for examination in the prenatal clinic 
and was immediately sent into the hospital. No albumin, blood 
pressure 140/80, Hb. 60 per cent. Child alive, cervix admits finger 
tips, no placental tissue felt, uterus not board-like. Immediate 
Czesarean section, premature child, which died in four hours. The 
uterus was darker than usual, was very flabby and required 2 cc. of 
pituitary extract and vigorous massage before it could be sutured ; 
400 to 500 cc. of blood lost before operation and same amount of 
old clots removed from the uterus. Placenta showed characteristic 
depression, but no decidual inflammation. Puerperium uneventful, 
no albumin. Urine normal fourteen months later. 

No. 12990. 17 years, i-para, eight months’ pregnant. Not seen 
in prenatal clinic. [Entered service after bleeding for twelve hours. 
Pulse 120, uterus rigid but not ligneous. Cervix admits finger, 
albumin ++. Conservative section, dead 2030 gram child. 
Placenta almost entirely separated from site of insertion on posterior 
wall; 500 ccm. of blood behind the membranes. Uterus flabby, 
only contracting after massage and pituitrin. Characteristic 
uterine lesions, no involvement of appendages or broad ligaments. 
Placenta showed typical depression, but no decidual endometritis. 
Puerperium febrile (102). Trace of albumin, but no casts on sixth 
day. Urine normal one year later, 

No. 13037. 27 vears, 2-para, 7} months pregnant. No pre- 
natal care. Admitted after seven hours of bleeding, pallid, pulse 
120, temp. 97. Not in labour, uterus firm, cervix not dilated. Con- 
servative section, still-born, 1130 gram. child. Placenta free in 
uterine cavity, which contained 200 cc. of old clots. Uterus. not 
flabby, very little operative loss of blood. Pulse poor throughout, 
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and ceased five minutes after conclusion of operation. No urine 
obtainable on catheterization just prior to operation. Uterus 
presented typical lesions. Autopsy: ‘‘ The organs show nothing 
except great anemia,’ no signs of toxemia. 

No. 13128. Second Czesarean for repeated premature separa- 
tion. Details in text. 

No, 13795. Complete separation. | Concealed hamorrhage. 
Supravaginal hysterectomy, death, autopsy. Details in text. 

No. 14209. 19 years, 2-para, at term. Normal in prenatal 
clinic ten days before labour. Admitted after some hours of 
labour with usual symptoms. When I saw her, pulse was rapid, 
hemoglobin 23 per cent., uterus boardlike, cervix 2cm. Child 
dead. Immediate section, delivery of full-time child. Placenta 
free in uterine cavity, which contained tooocc. of old clots. Uterus 
contracted poorly, requiring 2cc. of pituitary extract, massage and 
hot packs before it could be sutured. Excision of strip of muscle 
for histological study. 1000 cc. five per cent. glucose solution intra- 
venously. Uterus presented typical lesions, extending into both 
broad ligaments, but not involving the appendages, Vertical peri- 
toneal fissure on lower part of posterior wall, which had resulted 
in some intra-abdominal bleeding. Typical placental depression, 
no decidual inflammation. Puerperium febrile. | Considerable 
bleeding for 12 hours after operation in spite of repeated doses of 
pituitrin and ergot. Marked anzemia; transfusion on ninth day. 
Good recovery, discharged on 20th day. Urine contained albumin 
++, but no casts dav after delivery; normal from fourth dav. 
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Inversion of the Uterus: A Report on Three cases and an 
Analysis of 233 recently recorded cases. 


By W. McK. H. McCuttacu, D.S.O., M.C., F.R.C.S. (Eng.), 


elssislant Surgeon, Samarilan Free Hospital; Surgeon for 
Diseases of Women, Metropolitan Hospital. 


THE clinical divisions of inversion of the uterus are four :— 


(1) Acute inversion—when it occurs at or just after labour. 

(2) Chronic inversion—when eight weeks have elapsed since the 
inversion at labour took place. 

(3) Tumour inversion—when due to the drag of a tumour which 
is being extruded from the cavity of the uterus. 

(4) Idiopathic inversion—when it occurs automatically, and is 
not due to labour or to a tumour. 


Over 80 per cent. of inversions of the uterus are associated with 
labour. In the 233 cases of inversion of the uterus that I collected 
from English, French and American literature between 1gi1 and 
1924, 200 were associated with labour and 33 were due to tumour, 
i.e., 85 per cent. were puerperal. 


ACUTE INVERSION. 

The frequency of acute inversion is controversial. Statistics 
rary from o in 250,000 labours (Beckman)! to 1 in 2,000 (Kehrer).? 
The antipathy of practitioners and midwives to report cases and 
the variation in obstetrical methods in different countries is doubt- 
less the cause of such different figures. The most generally 
accepted average is I in 30,000. 

As a result of my investigations | am satisfied that 50 per cent. 
occur in primipare. The average age is 27, two-thirds of the 
women being under 30. Age, however, has no etiological signifi- 
cance as the majority of cases occur at first labours, 

Acute inversion generally occurs with the delivery of the 
placenta. Lee® gives 66 per cent. for this, but the figure is, I think, 
too low. It may occur with the delivery of the child or some hours 


after the third stage, but only 5 per cent. occur over two hours 
after the placenta has been delivered, and these were probably 
present as partial inversions at that time. Inversion occasionally 
recurs at a subsequent confinement. Two instances of this were 


present in the 200 cases collected. Almost all inversions are sub- 
total, the cervix forming a ring around that portion of the uterus 
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projecting into the vagina which resembles a pear with its broad 
end downwards. The inversion commences at the fundus, occa- 
sionally in the wall but never at the cervix except possibly in 
idiopathic inversion. 

The etiology of acute inversion is as controversial as its treat- 
ment, frequency and mortality. Uterine inertia, total or partial, is 
essential in all cases before inversion can occur, and is chiefly 
accounted for by precipitate or prolonged labour in inversion cases, 

Acute inversion is due to violence or is produced spontaneously, 
The causation in a particular case is a matter of opinion and 
veracity of the history. Spontaneous inversion, common in the 
cow, the mare, and other animals, gives a 13 per cent. frequency in 
the human female. This rarity was said by Matthew Duncan? to 
be due to unequal contraction of the uterus caused by the attach- 
ment of the placenta. Athill’s contention that all cases of inversion 
of the uterus have fundally attached placentz is not true as inver- 
sions of the uterus have been found in cases of placenta previa, 
but it is true for spontaneous cases. 

The mechanism of inversion of the uterus is well described by 
Jones. The fundally attached placenta by its invasion of the inner 
circular wall of the uterus, and the associated uterine blood sinuses, 
destroys the tonicity of this laver of muscle so that contraction of 
the outer wall which radiates most strongly from the insertion of 
the round ligaments below the level of the fundus flattens the dome 
and allows it and its attached placenta to be gripped by the lower 
unaffected circular fibres which then extrude it through the os. 

This accounts for the 50 per cent. frequency in primipare, in 
whom the ovum is more likely to have a high implantation, and 
the ease with which inversion is caused in a large number of cases 
in whom slight fundal pressure, coughing, sneezing, or a bearing- 
down effort on the part of the patient has been made to account for 
this complication. Violence, however, must be regarded as the 
principal cause of inversion, since it is infrequent in carefully 
managed labours and frequent when funic traction is followed as 
a method of placental delivery. 

The cases accounted for by violence (87 per cent.) have a 
previous history of force applied to the uterus in the following 
manner :— 


(1) Pressure from above--by improper Crédé expression of the 
placenta—i.e., pressure on the fundus between the pains. 
(2) Traction from below—-by a short cord or one shortened by 
entanglement with the foetus; by funic traction to deliver 
the placenta; by manual extraction of the placenta before its 
complete separation by the fingers. 
G 
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(3) A combination of pressure from above and traction from 
below—by delivery in the erect or sitting posture when the 
bearing-down efforts of the mother, the weight of the 
placenta, and a possible pull on the cord, all acting verti- 
cally cause an atonic uterus to become inverted. 


In the 200 cases collected from the last 14 vears’ literature, funic 
traction, or improper Crédé expression, figured equally in causation, 
Inversion following manual extraction of the placenta was asso- 
ciated with hzemorrhage, and late diagnosis owing probably to an 
increasing partial inversion initiated by the extraction. The other 
causes were also exemplified, 

The pathology of the condition depends on two factors—its 
duration and the tightness of the constricting cervix. Recent cases 
show the typical pear-like tumour with its red mucosal surface 
bleeding readily to the touch, the orifices of the Fallopian tubes 
discernible, though not so later, and its lower surface at the vulvar 
orifice, unless associated with prolapse, when it is outside the 
vulva. The placental site is shaggy and rough and, in all cases 
where its position was mentioned, at the fundus. 

According to the severity of the constriction caused by the 
cervix there is congestion, oedema, and even necrotic areas in the 
mucosa. These, when mentioned, were on the posterior surface 
of the uterine mucosa and due to weight-pressure anemia. Necro- 
hiosis and amputation at the hands of Nature, is sometimes, though 
rarely, seen. Involution occurs slowly owing to retardation of 
the venous circulation, but hyperinvolution may occur, especially 
if lactation and ergot medication has taken place. Sepsis- in 
unreduced cases causes the uterus to become soft and friable, but 
rarely results in septicaemia (Miles Phillips® gives 4 per cent.). The 
inverted body of the uterus forms a cup-shaped depression ; the 
Fallopian tubes, round ligaments, apex of the bladder, and gener- 
ally one ovary, are drawn into this depression. Both ovaries 
may be at the brim or pressed together in the cup. In a few 
rare cases bowel or omentum has been included, and _ intestinal 
obstruction has resulted. 

Adhesions of the uterine walls are rare. Thorn’ found only 
five cases in his 521 puerperal inversions. 

The wall of the uterus in very chronic cases may become non- 
resilient and indurated whilst the mucosa tends to become stratified 
and the sac small and devoid of adnexa. 


Signs and Symptoms. Acute inversion in the majority of cases 
has a sudden onset—the placenta appearing at the vulva. still 
attached to the uterus. Half the cases show no immediate symp- 
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toms and reduction may be performed without the patient’s know- 
ledge of anything unusual having occurred. 

Shock with acute pain or hemorrhage occurs in 50 per cent. of 
the cases and nearly one in three of these die in a few hours. The 
pain and shock are due to the ovaries being crushed together in the 
depression or pulled forcibly against the brim by the tubo-ovarian 
ligaments at the moment of inversion. It is akin to the agonizing 
pain and collapse associated with trauma of the testicles. That the 
shock is due to exposure of the mucosa is no longer credited. 
Contributory causes are the decrease in intra-abdominal pressure 
and the stretching of the peritoneum and nerves of the broad 
ligaments. 

This acute shock, therefore, resembling that of rupture of the 
uterus is a fortuitous occurrence depending on the situation of the 
ovaries and the suddenness of the inversion. Hemorrhage is the 
other cardinal symptom, and though shock and hemorrhage may 
occur separately both are present in fatal cases in varving degrees, 
The total adherence of the placenta or the tourniquet effect of the 
cervix may prevent any loss of blood, but severe loss follows partial 
or total detachment of the placenta if the uterus is atonic. The 
advent of sepsis causes a profuse foul discharge with raised pulse- 
rate and temperature. Later symptoms are those of prolapse with 
metrorrhagia—bearing-down pain, frequency or retention of urine, 
or dysuria, anzemia, loss of blood, and a muco-purulent discharge. 

The diagnosis is easy, except possibly in cases of a partial 
inversion. Many cases are not diagnosed till long after their 
incidence because a vaginal examination has not been made when 
the symptoms occur. A short, unexplained svncopal attack shortly 
after labour probably marked the onset in one of the cases seen 
by me and not diagnosed till two weeks after delivery. Hypo- 
gastric examination reveals the absence of the uterus or irregular 
contour of its fundus. Vaginal examination shows a tumour which 
may be felt to contract, or relax, in the hand. The cervical ring 
can be felt per abdomen if the abdominal walls are thin, and always 
on rectal examination. 

fatal results have followed the diagnosis of a ‘bleeding 
tumour,’’ “‘ false conception,’’ or ‘‘the head of a second child,” 
owing to shock caused by pulling on the extended mass. Five 
deaths occurred in the 200 collected cases from this cause (one 
had a ligature around the base of the bleeding tumour). The 
uterus has actually been torn away on this misunderstanding, but 
not with invariably fatal results. Dr. Herbert Spencer® has 
recently reported three cases which recovered. A tumour inversion 
may occur with labour, but is very rare. IT have only seen five 
cases recorded. 
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The treatment of inversion of the uterus is becoming more 
defined, and is guided by the incidence of shock, heemorrhage, or 
sepsis. If shock is not present, the uterus should be reinverted if 
seen at, or shortly after, its inversion. Reduction by peripheral 
taxis (Emmet) seems more easily successful than by fundal or 
cornual pressure (Noeeggerath), Leaving the hand inside the 
uterus for a short time whilst pituitary, and ergot, is given is 
advisable, as also is subsequent hot intra-uterine douches. Packing 
the uterus is seldom necessary, and complications following the 
reposition are very rare in this group, which includes half the 
cases of acute inversion. 

If active hemorrhage occurs with the inversion more rapid 
methods of treatment are necessary. Immediate bimanual com- 
pression of the mass in the vagina and an injection of pituitary 
will prevent further loss, cause the inertia to disappear and allow 
the patient to rally somewhat from the collapse caused by the 
hemorrhage. If the patient be not too exsanguinated reduction 
should then take place, but otherwise the vagina should be packed 
and the attentions confined to giving intravenous salines or a blood 
transfusion. If these measures are successful reduction can take 
place the following day, or the inversion may be allowed to become 
chronic. If shock is present careful and cautious methods are 
required to save the patient’s life. Reduction must be postponed 
till the shock is treated by the usual methods, such as elevation of 
the foot of the bed, warmth, intravenous salines, blood transfusion 
if possible, injections of pituitary, camphor in oil. Packing the 
lower vagina prevents hemorrhage and removes the danger of 
death from this added cause. After the patient has recovered from 
the shock reduction can be performed with safety. 

Miles Phillips® in 1911 demonstrated the importance of these 
measures by reporting a 30 per cent. mortality for reduction in the 
presence of shock and a 5 per cent. in its absence. Stark® states 
in this connexion that a successful restoration of an inverted uterus 
which is attended or immediately followed by the death of the 
patient cannot be regarded as an obstetric triumph. The details 
of the treatment of the 24 cases in the series which died with the 
uterus reduced show a disregard of these facts. If the patient is 
not seen for 48 hours, or if obvious dangers of sepsis are present, 
the inverted uterus should be left untouched save for the removal 
of placental remains and vaginal douches given daily till all 
discharge ceases and the uterus has become firm. Sepsis inside a 
soft involuting uterus lacerated and contused by reduction ends in 
septicemia, parametritis or phlegmasia alba dolens with death or a 
protracted convalescence, whilst hysterectomy, often advised and 
practised, is bad treatment. Spontaneous reduction may occur 
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during the treatment owing to the reverse of Mathew Duncan’s 
mechanism assisted perhaps by the pull of the ligaments, a loaded 
rectum or the tenesmus of diarrhoea. After one or two weeks’ rest 
and lavage if a single effort at manual reduction fails Aveling’s 
repositor will be invariably successful. Cutting operations are not 
required and add greatly to the mortality of the acute condition. 
The danger of yielding to the temptation to operate cannot be 
exaggerated. Thorn’s series showed 24 laparotomies with a 21 per 
cent. mortality. This method is favoured by a few English 
surgeons who describe that of Aveling as “ untrustworthy, dan- 
gerous and opposed to our modern ideas of clean surgery.’’ It was 
also favoured in the period under review by another surgeon who 
saw and operated on one case. He described the instrument as 
having a cup “ to fit the ill-conceived mechanical conception of the 
operator.’’ The surgeon and author in each case was successful in 
reducing an inversion by operation notwithstanding the mortality 
rate, but the patient of the latter critic was 71 days in hospital after 
operation with septicemia and phlegmasia alba dolens. 











The mortality of acute inversion is not more than 25 per cent. 
Thorn’s series and those 1 have collected show roughly a 16 per 
cent. mortality, though other authors quote a 40 to 70 per cent. 
figure. 
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Death is due to (1) shock, or its ill-treatment, i.e., immediate 
reduction or conveyance to hospital, both common in the fatal cases 
in the series collected ; (2) operation in the acute stage ; (3) hamor- 
rhage; (4) sepsis. Not infrequent complications were parametritis 
and phlegmasia alba dolens. 


CHRONIC INVERSION OF THE UTERUS. 

This group, comprising 18 per cent of puerperal inversions, 
consists of those in which inversion has been present more than 
eight weeks. In it are cases that have been previously diagnosed, 
but not treated because of shock, sepsis, or failure of taxis; cases 
not diagnosed till symptoms arise demanding attention, which in 
one case occurred 25 vears after confinement; and, finally, cases 
that have been reduced and have become reinverted, probably on 
account of not having been completely. reduced originally and 
examined later. 

Two varieties are present—the common subtotal and the rare 
total inversion. 

The signsof chronic inversion are the presence of a pedunculated 
pale red tumour in the vagina, with a surface velvety to the touch 
and bleeding readily. The orifices of the Fallopian tubes may be 
found, but only with difficulty. The passage of the uterine sound, 
and rectal examination, are the surest methods of diagnosis, and 
must be emploved in all cases of suspected inversion, as hyster- 
ectomies have been performed on the assumption that the tumour 
was a fibroid polypus, with sometimes fatal results. The chronic 
inversion seen by me was hyperinvoluted and the size of a thumb. 
Bimanual examination was difficult owing to the obesity, and it 
was only the non-passage of a sound and confirmatory rectal 
examination that settled the diagnosis of inversion. 

The symptoms of chronic inversion are those of prolapse with 
metrorrhagia, producing a chronic invalidism. 

The treatment is reduction. The difficulties of reduction are 
due to the tightness of the cervix, or more commonly the thickness 
and induration of the wall of the uterus due to chronic metritis. 
Adhesions, intraperitoneally are rare. The best method of 
performing reduction is controversial. Manual reduction usually 
fails, leaving the repositor treatment, or one of the twelve opera- 
tions devised for its cure. 

Treatment by the repositor has been described as of historic 
interest, or is definitely not advised by Continental authors. 
Spencer’, in 191g again, upheld this treatment, and maintains that 
all inversions, no matter how chronic, can be so reduced. Though 
the twelfth case seen and treated by Aveling failed to yield to 
his repositor his method stands first as regards safety in the series 
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collected. Those who advocate the use of the repositor point out 
that an inversion of eight weeks is pathologically only slightly 
less chronic than one of 20 years, adhesions in the inverted small 
cavity are rare, and the main difficulty is the thickness and rigidity 
of the wall. An operation to secure reduction means a long wound 
through the cervix and uterine wall twice as long as a Czesarean 
section scar at least, a possible paring of the edges to secure 
coaptation, and anxiety at subsequent confinements due to the 
danger of abortion or rupture. The durationof the time in hospital 
after operation is more than twice as long as after treatment by the 
repositor. 

Reduction by this method requires care, and patience, on the 
part of the surgeon and patient. Discharge and induration, if 
present, should be first treated by douches and glycerine tampons. 
A suitably fitting cup should be selected and perforated to assist 
removal later, and the stem, with its perineal and pelvic curves, 
should be altered in shape if necessary, After its application so 
that pressure is against the fundus, in the axis, of the superior 
strait, an injection of a small dose of morphia for the discomfort 
should be given and frequent attention paid soas to keep the elastic 
bands sufficiently tight and to detect a slipping of the cup into the 
fornices. Its use by day only, with night and morning douches, 
results in success by the third day in nearly all cases, and no ill- 
results follow. The use of packing to steady the instrument, or of 
the Gallabin and Blacker cylindrical cup renders detection of 
slipping more difficult, and is not advised. 

When the reposition is almost complete the instrument is 
removed and spontaneous reduction allowed to occur or a smaller 
cup is employed to complete the reduction and facilitate removal. 
Weights attached to the instrument by cords and hanging over the 
end of the bed allow of easy withdrawal. This simple method of 
treatment should be tried in all cases before other methods are 
resorted to, no matter how hopeless of success one may be, as its 
effect is astonishing. 

The next most successful method employed is the operation of 
Kehrer-Spinelli-Oui, an anterior colpo-hysterotomy. Itisemployved 
by surgeons best acquainted with vaginal operations and who 
disregard or fail in the repositor treatment. Its danger is an injury 
to the bladder and its difficulties are due to insufficient lengths of 
the transverse incision in the anterior fornix and in the vertical 
incision in the uterus. This operation of Spinelli gives more open 
access, better drainage and avoidance of a fixed retroversion that 
frequently occurs after the posterior colpo-hysterotomy of Kustner- 
Piccoli-Duret. 


Those operators favouring the abdominal route employ 
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Haultain’s procedure—namely, incision of the posterior lip of the 
cup and cervix in the mid-line and an extension of the incision in 
the uterus almost to the fundus--reposition by introducing the 
finger through the wound into the vagina and pulling up the fundus 
or by pushing it up from. below—suturing of the uterine vaginal 
and abdominal wounds. 

The results of this operation may be death from sepsis or a 
febrile convalescence. Abdominal hysterectomy may have to be 
resorted to because of failure of or the trauma caused by efforts 
at reduction. 


Hysterectomy, abdominal or vaginal, is also employed as a 
method of cure, but in a woman of childbearing age is bad treat- 
ment and a confession of failure on the part of the surgeon unless 
the condition is so chronic that the patient is past this period. 

The mortality of chronic inversion, which merely causes chronic 
invalidism and rarely death from hemorrhage or sepsis is that of 
its operative treatment—6 per cent. 


PUERPERAL INVERSION-—ACUTE AND CHRONIC. 


The following table of results for the cases collected will 
demonstrate the value of the different methods of treatment :— 


Treatment of 200 cases of puerperal inversion in 1911—1924. 


Recovered. Died. Total. 
Manual reduction _... ie oie nn 24 
U'nreduced 
Aveling’s repositor 


= 107 
7 
O 29 


Colpohysterotomy (anterior and posterior) | 1: 3 18 
Laparotomy and reduction ... sie si 3 18 


Abdominal hysterectomy ‘ ie O 4 
Vaginal hysterectomy i 0 sl I 12 
Spontaneous reduction 


Champetier de Ribes’ Bag ... 


O 
Oo 





The mortality of the series is 1g per cent. It should be noted 
that amongst the recovered 15 have had their womb removed and 
30 have had it injured by operation. 
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Report of three cases of puerperal inversion seen and treated 
by me: 

(1) Acute Inversion. G.C., single, aged 17, primipara, admitted 
to Queen Charlotte’s Hospital, Nov., 1922. Experimental gas 
oxygen anesthesia for labour; labour prolonged, and slowed by 
anesthesia; failure of supply of nitrous oxide; redoubled labour 
pains, with almost precipitate labour ; cord around child’s neck and 
severed before complete delivery. 

Slight fundal pressure applied by staff nurse ; sudden inversion 
of uterus with placenta attached 20 minutes later. There was no 
shock nor hemorrhage. The placenta was fundally attached. The 
child was large, 8lbs. 130z. The nurse denied any pressure on the 
fundus with a view to expelling the placenta. 

The patient was anesthetized, the parts washed with an antiseptic, 
the placenta removed, and the inversion reduced without difficulty 
by Emmet’s method. Although no intrauterine douche was given, 
nor the vulva shaved, as it should have been, the patient suffered 
no ill-effects, and left hospital on the tenth day after delivery as 
usual. The inversion in this case was due to precipitate labour, 


and the pull by the entangled cord on the fundally attached 
placenta. 


(2) Acute inversion. F.W., married, aged 33, 6-para, admitted 
June, 1922, to the Samaritan Free Hospital with inversion three 
weeks after delivery. Labour had been complicated by an occipito 
posterior position, forceps delivery, and a cord around the child’s 
neck. On Crédé expression of the placenta the doctor noticed a 
dent in the fundus which disappeared on placental delivery. One 
half an hour later there was a sudden unexplained collapse of the 
patient, but no hemorrhage. The collapse disappeared, and the 
inversion was diagnosed two weeks later because of bearing-down 
pain and slight loss. Reduction by Aveling’s method failed on 
the first two attempts owing to the instrument slipping, but 
occurred spontaneously before the third application. Discharged 
on the ninth day. Has since become pregnant. 

(3) Chronic Inversion. A. W., married, aged 25, primipara, 
attended by midwife, labour uneventful and force denied in the 
delivery of the placenta. Seen by doctor because of discomfort in 
the vagina and slight loss of blood ten weeks after delivery. 
Admitted to the Samaritan Free [lospital for a uterine poly pus. 
The uterus was as small as a human thumb. Aveling’s repositor 
successful on the second attempt. Discharged on the twelfth day. 
Has since had a child. 

In Queen Charlotte’s Hospital there was only the above inver- 
sion in 34,579 deliveries in 1g years, 1g00—1924. 
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In the Samaritan Free Hospital there were six inversions in 25 
years in 20,3603 admissions, 1g900—1924; two acute, two chronic, 
and two tumour (fibroid). All seven recovered. 


TUMOUR INVERSION. 

Inversion of the uterus by a neoplasm has a frequency of 13 per 
cent. (Thorn’) of inversions. It is caused by two factors—its active 
expulsion by the uterus and the pull caused by the mass and its 
growth when outside the dilated cervix. The end result is a tumour 
at or outside the vulval orifice with the inverted uterus as a pedicle. 
The age of those affected is usually over 30, i.e., the tumour forma- 
tion period of womanhood. In 95 per cent. of cases the tumour is 
a fibroid, pedunculated or sessile, and go per cent. of these arise in 
the fundus. In the remaining 5 per cent. of cases it is a sarcoma, 
adeno-carcinoma, or an endothelioma. 

Two unique cases have been recorded in recent literature 
inversion by a Miillerian cyst in a girl of 15 (Vautrin!®) and inver- 
sion by a squamous-celled carcinoma of the fundus (Williamson?). 
The combination of puerperal and tumour inversion may occur. 
Only five have been recorded to my knowledge. According to 
Thorn the most common variety of inversion is subtotal, 75 per 
cent., but partial inversion is rendered more frequent by early 
diagnosis and inclusion. The symptoms are those of uterine 
tumour with inversion, i.e., a history of menorrhagia and metror- 
rhagia with a bearing-down pain. Sepsis is usually present and 
causes a foul discharge with a distinctive penetrating odour when 
associated with degeneration and sloughing of the neoplasm. 

On examination the common fibroid group shows a pedunculated 
growth attached to the fundus easily recognizable as a fibroid unless 
the degenerative changes cause it to resemble a sarcoma. If the 
fibroid is submucous its extent is detected by its comparative con- 
sistence with the normal uterine wall, a surrounding sulcus and the 
pallor and atrophy of the covering endometrium. Malignant 
growths are friable and associated with sudden profuse hamor- 
rhages. Microscopic examination is desirable to decide in cases of 
deyenerating growths if they are or are not malignant, 

The treatment is not simple. It consists in the removal of 
the tumour and reduction of the inversion in the young and non- 


malignant cases, and in a hysterectomy usually in those over 40, 
and when the growth is malignant. 


The removal may be associated with perforation of the uterine 
wall even in pedunculated growths. Thorn collected 12 cases of 
perforation in his 83 cases. Sepsis in the tumour and vagina 
renders this a dangerous accident, and death from peritonitis is 
not infrequent. It has been averted by immediate abdominal 
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hysterectomy. Even successful removal of the tumour, if followed 
by immediate reduction and packing of the uterus, may end fatally 
trom septicemia. 

The most satisfactory routine in these cases is that advised bv 
Munro Kerr—vaginal douches for one week, removal of the 
tumour, vaginal douches for another week, and then reposition of 
the uterus. 

Removal of the tumour is carried out by decapsulation by dis- 
section with a blunt-ended scissors, hemisection and enucleation, 
severance of the pedicle near the tumour, or, removal by morcelle- 
ment if large and indefinite. The bleeding points in the uterine 
wall are ligatured and the inverted uterus left in situ, unless, as 
it sometimes does, it reduces itself. 

‘During the subsequent douching reduction may take f lace 
spontaneously, but, if not, at the end of the week’s treatment <n 
application of Aveling’s repositor will easily reduce the displace- 
ment. Septicemia, due to reduction and packing of the uterus, is 
thus avoided. 

The mortality of inversion by tumour and its treatment is 8.5 
per cent. A unique case is recorded of death from shock following 
a sudden tumour inversion in the cases collected. The main causes 
of death are hemorrhage, sepsis, and cachexia. The four deaths 
following operation in the following list were due to peritonitis 
following perforation of the uterus, septicemia following imme- 
diate reduction, sepsis after vaginal hysterectomy, and hemorrhage 
after the same operation. 

The nature of the growth in the 33 cases collected was a— 

Fibroid sts avi .. In 26cases 
Carcinoma 

Endothelioma 

Sarcoma 

Cyst 


Total = — 33 cases 
The treatment adopted and its mortality were : 

Cases. Deaths. 
Vaginal hysterectomy — .. cn 2 
Removal and reduction ... ey l 
Abdominal hysterectomy jaa 0) 
Removal of tumour only a I 
Tumour reduced ... 
Untreated 


Total 
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IDIOPATHIC INVERSION. 


This form of inversion is extremely rare and amounts to less 
than 2 per cent. of inversions. Thorn’ found 13 cases in 641 
inversions and another is recorded by Swayne.” 
Although a case is reported in a virgin of 18 (Olshausen") the 
majority are in the aged.There is usually a history of multiparity 
and parametritis, 
No common cause can be found for these cases. The uterus is 
soft and flabby and its inversion is due to intra-abdominal pressure. 
The cervix may become inverted before the fundus i in this group. 
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THE fiftv-seven cases of acute puerperal fever considered in this 
paper were treated in the Rotunda Hospital during the past four 
vears. There were twenty-nine deaths, or 51 per cent. The 
principal characters of the cases are shown in a table, and at the 
end of the table the numbers of the cases that developed respectively 
in the hospital, in the hospital district, or from outside sources are 
shown. 

Fifteen cases developed among patients wholly treated in the 
hospital and nine died. 

Twenty-five developed in the hospital district and seven died. 

Seventeen were patients sent into hospital either late in labour 
with complications, or after delivery with fever, having been 
previously treated but not in the hospital district, and of these cases 
thirteen died. 


INCIDENCE OF INFECTION. 

During the four years from which the infected cases shown in 
the table were collected, there were 14,380 confinements attended, 
6,810 in the hospital and 7,570 in the hospital district, and of these 
40 appear as acute puerperal sepsis with 16 deaths; this gives an 
incidence of infection of 2.8 per thousand and a mortality of 1.1 per 
thousand. Of the hospital cases, 25 were spontaneous deliveries, 
two were simple low forceps, and one a breech, making altogether 
28 cases, of whom eight died. Two cases were first seen after 
complete abortions, and both died. The remaining 10 cases were 
made up from two Ceesarean sections, one pubiotomy, one secondary 
post-partum hzemorrhage, and six manual removals of the placenta ; 
of these six died. 

Three cases appear almost certainly not of genital origin. No. 
13 was spontaneously delivered and had returned home after a 

* Read at the Fifth British Congress of Obstetrics and Gynrecology, 
April, 1925. 
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perfectly normal puerperium ; on the eleventh day she suffered from 
retention of urine and had to be relieved by catheter; on the four- 
teenth evening she had a rigor and died seven days later. The 
history suggests that infection occurred at the time of catheteriza- 
tion. No. 24 died of acute endocarditis ; her morbidity started with 
acute tonsillitis, a laparotomy was done on the twenty-second day 
and the peritoneum and pelvic organs found normal. Uterine 
swabs were persistently sterile. No, 48 had been seriously ill with 
rigors and high fever for several days before labour, was confined 
prematurely of a macerated foetus, and died of acute endocarditis. 
The only reason for suspecting a genital origin in these two cases 
was the removal of the placentae: manually. 

Excluding these three cases, leaves 27 infections after normal 
deliveries with seven deaths, and eight infections after complicated 
labours with four deaths. These figures compare with 17 cases 
sent into hospital on account of difficulty or complications pre- 
viously treated, with 13 deaths, and omitting four cases that ended 
in spontaneous delivery, although three died, there are 13 seriously 
protracted labours followed by infection, with 10 deaths. 

Although the incidence of infection among cases wholly 
treated in the hospital is only 2.2 per thousand, compared with 
3-3 per thousand cases attended in the hospital district, the mor- 
tality in the hospital is 1.3 per thousand against 0.9 per thousand 
in the district. 

Conclusions. 

That the incidence of acute puerperal infection should not reach 
1 per thousand. It must be recognized that complicated cases met 
with in the district are sent into hospital early for treatment. 

That any interference in labour, other than low forceps over the 
perineum and simple laceration of the perineum, considerably 
increases the incidence of infection and the resulting mortality. 

That impacted labour, particularly with devitalization of the 
pelvic tissues and debilitating haemorrhages, increase the incidenée 
more than any other cause, and the resulting mortality is very great. 


SOURCE OF INFECTION. 

Some facts in the relation of two or more cases to each other are 
worth noting and may throw light on the primary source of infec- 
tion. A patient was admitted to hospital with high fever and 
obscure abdominal and pleuritic symptoms, which finally proved 
to be a general septicemia with hemolytic streptococci. This 
patient was in an isolation ward but was not isolated in nursing. 
Nos. 2, 3, 4, 5, 6 and 35 were all delivered while this patient was 
under observation and developed fever within a few days of each 
other. There was no connexion in vaginal examinations between 
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the septiceamic case and the others nor between the other cases 
individually. No. 43 was sister to the septiceemic case and lived in 
the same house; she came into hospital for confinement four weeks 
after her sister had returned home. 

A lady died of acute infection after an easy confinement in a 
nursing home. Up to three weeks previously she had been con- 
stantly visiting her lodge keeper who died of puerperal fever, and 
supplying clothing and bedding, which she used to bring and take 
away herself. 

There has never been any traceable connexion by vaginal 
examination between two cases in the hospital or in the district, but 
there have been suspicious instances of a second case developing 
while another was under treatment, although there has not been 
even ward contact 


NATURE OF INFECTING ORGANISMS. 

The table shows under Bacteriology the sites from which 
cultures were made, the organisms found and the day of the puer- 
perium on which the culture was made, or in the case of death the 
time post-mortem when the specimen was taken. 


Hemolytic streptococci we ... 32cases, 14 deaths. 
Non-hemolytic streptococci ech) EO aes 4 
Anarobic streptococci ae a I 
Streptococci not classed... ae I 
Gram positive cocci (smears only 

examined) aie ron a 2 
Bacillus welchii es is Bara I 
Cases not examined ... oie es 6 


This shows streptococci in 47 cases, cocci not classed in three 
cases, and the gas-forming bacillus welchii in one case. There is 
little reason to suppose that the three unclassed cocci were other 
than streptococci and the characters as seen in the slides were such 
as would lead one to expect a streptococcal culture. The six cases 
showing streptococci unclassed were examined by culture but there 
is no note whether the streptococci were haemolytic or not. The 
routine was to culture on a blood agar plate, and in all these cases 
the material for examination was taken from the uterus. Only one 
of these patients died. The six fatal cases not examined probably 
would not have varied from those examined. One case, No. 47, 
gave staphylococci aureus from the uterus, but gave hemolytic 
streptococci from the heart and lungs post-mortem; the primary 
finding was most probably a contamination or an association which 
obscured the true condition, No. 54 is classed as not examined 
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though staphylococci were obtained from the vagina at the time of 
delivery, as the culture was not grown for over 24 hours, The 
patient died just after delivery and no other examination was made. 
One case gave Bacillus coli from the vagina but hemolytic strepto- 
cocci from the blood. 

Conclusions. That acute puerperal infection is almost invaria- 
bly due to streptococci, most commonly hzmolytic. 


SITES FROM WHICH ORGANISMS WERE OBTAINED. 


Cultures were made from material taken from the uterus in 
38 cases, and smears from the lochia or sections of the uterus were 
examined in two cases post-mortem. 


Uterus, 40 cases. 
Hzemolytic streptococci sa ... 24cases, 7 deaths. 
Streptococci not classed ie we © 
Non-hemolytic streptococci ... me = 
Anaerobic streptococci vai wae. 3 
Undefined cocci eas ime in 


Blood only, 4 cases, 
Hemolytic streptococci 
Non-hemolytic streptococci ... 

Peritoneum only, 7 cases. 
Hemolytic streptococci 
Bacillus welchii 

Cases not examined, 6 cases 

Both Uterus and Blood, 10 cases. 
Hemolytic streptococci 
Non-hemolytic streptococci 
Anaerobic streptococci 


Of the cases showing non-hemolytic streptococci, No. 24, from 
the blood only was persistently sterile from the uterus, while Nos. 13 
and 15, although giving non-hemolytic streptococci from both 
uterus and blood, strongly suggest an extra-genital origin. Of 
the four cases showing non-hzmolytic streptococci from the uterus 
alone, only one had the blood examined and was reported negative. 
No. 48 who had acute endocarditis ante-partum was the only case 
to die, but the blood was not examined. 

When this table is considered, it is seen that 24 cases gave 
hamolytic streptococci from the uterus with seven deaths, and six 
cases gave non-hemolytic streptococci with two deaths. There is 
no difference in the mortality from the two infections; they give 
30 and 33 per cent. respectively. 
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When the uterine cases are considered in conjunction with the 
group of cases that showed positive blood cultures as well as 
positive uterine cultures, there is, however, a marked difference. 
Seven cases showed hemolytic streptococci in the uterus and also 
in the blood and resulted in a mortality of 71 per cent., while the 
remaining 17 cases who showed hemolytic streptococci from the 
uterus alone resulted in a mortality of only 12 per cent. This 
supports the belief that our findings from the blood in these cases 
was correct and suggests that hemolytic streptococcal infection if 
it remains local tends to recovery. 

In the case of the non-hemolytic streptococci, the uterus and 
blood were both positive in two cases and the mortality was 50 per 
cent., while in the remaining four cases with a positive result from 
the uterus alone the mortality was 25 per cent., or double that in 
the cases with hemolytic streptococci in the uterus alone. There 
is strong clinical evidence to suggest that several of the cases with 
non-hemolytic streptococcal infection were extra-genital in origin 
and sometimes antepartum in onset. This suggests that a positive 
non-hemolytic streptococcal infection from the uterus may be 
merely an exhibition of an already general infection, and that if 
blood cultures had been made in more of these cases a positive 
result would have been found. The four cases where the blood 
alone was positive also rather support this view, all were fatal, and 
the two showing hemolytic streptococci were certainly primary 
uterine infections, but the uterus was never examined, while one 
of the two non-hzemolytic cases was found repeatedly sterile from 
the uterus. 

Another important fact is shown in the above table when the 
incidence of peritoneal infection is considered, and it is further 
supported by examination of the facts shown in the main table of 
cases. There are seven cases that showed hemolytic streptococci 
from the peritoneum only, and although the uterus was not 
examined there is no doubt that the uterus was the primary site of 
infection, while there is no instance of non-hzmolytic streptococci 
having been found in the peritoneum, nor was it ever found in any 
other secondary site than the blood stream. 

Taking the whole thirty-two cases showing hzmolytic strepto- 
cocci all may be looked upon definitely as primarily uterine in 
origin with 14 deaths, or 44 per cent. Fifteen extended from that 
site resulting in 12 deaths, or 80 per cent., while of the remaining 
17 that remained local only 2 died, a mortality of 12 per cent. On 
the other hand the eight cases of non-hzmolytic streptococci 
resulted in 4 deaths, or 50 per cent. In four cases the blood was 
found infected and the mortality was 75 per cent., while of the 
remaining four cases, three recovered, and the blood was examined 
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and found negative in two of these, the one case that died did not 
have the blood examined but was clinically a case of antepartum 
acute endocarditis. 


Conclusions. That acute puerperal infection is due to the intro- 
duction of an exogenous hemolytic streptococcus into the uterus. 

That the prognosis is good if the infection remains local, but 
there is a marked tendency for it to extend and cause a blood or 
peritonitic infection with a resulting mortality of at least 75 per 
cent, 

That non-hemolytic streptococcal infection of the uterus is not 
commonly a primary cause of serious puerperal infection, and when 
found during the puerperium associated with blood infection is 
probably as exhibition of an extra-genital and often antepartum 
general infection. 


VALUE OF BACTERIOLOGICAL EXAMINATION. 


In contrast to the above cases which resulted in a 51 per cent. 
mortality and in which streptococci or at least cocci suggesting 
streptococci were found in all but one examined, the exception 
showing Bacillus welchii; it is of value to consider the bacteriology 
of 22 other cases of puerperal morbidity collected during the past 
two years. These 22 cases constitute all other cases in the maternity 
that caused anxiety on account of puerperal morbidity sufficient to 
call for a bacteriological examination of the lochia. Lochia was 
taken from the interior of the uterus in 13 cases and from the 
vagina in nine cases. The blood was also examined in four cases 
and was found sterile in each case. 


The following are the cultural results and clinical develop- 
ments ;— 


Sterile, 11 cases. 


Paratyphoid, 1 case. Ante-partum. 

Lobar pneumonia, 1 case. Ante-partum. 

Tuberculosis of lungs, 2 cases. 

Abortion (manual removal). Gonococci. Normal in 10 days. 

Spontaneous delivery. High temperature. Rigor. Normal next 
day. 

Spontaneous delivery (retained membranes). Slight rise. Two 
cases. Normal fourth and fifth days. 

Spontaneous delivery. Low persistent temperature. Two cases. 
Normal roth and 2ist days. 

Spontaneous delivery (lacerated perineum). Gradual high tem- 
perature. Normal r1oth day. Sloughing. 
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Bacillus coli, 4 cases. 
Spontaneous delivery. Low temperature fourth day. Normal 
eighth day. 
Spontaneous delivery. Low persistent. Gonococci. White leg. 
18 days. 
Manual removal. High temperature third day. Normal seventh 
day. 
Con, accidental hemorrhage. Spontaneous delivery. Irregular 
temperature. Retained clots. Debility. 25 days. 
Staphylococci aureus, 6 cases. 
Manual removal. P.P.H. Low persistent temperature. Phleg. 
alb. dol. Five weeks. 
Spontaneous delivery. Low persistent temperature. Phleg. alb. 
dol. Eight weeks. 
Abortion (incomplete). Irregular temperature. 104° 11th day. 
Normal 15th day. 
Spontaneous delivery. High temperature second day. Normal 
sixth day. 
Spontaneous delivery. Sudden temperature with rigor third, 
fifth, sixth and ninth days. Normal 2ist day. 
Abortion (manual removal). High temperature second and fifth 
days. Normal 13th day. 
Non-hemolytic streptococci from cervix. 
Spontaneous delivery. Rapid pulse for four days. Normal 
fourth day. 


Although nearly all these cases showed a serious type of 
morbidity only one, the last case, gave a streptococcus in culture, 
and this was non-hemolytic. The material was taken from the 
cervix, and is therefore not conclusive of intra-uterine infection. 
None of these cases developed serious infection and all recovered. 

Conclusions. That cultures made from the interior of the uterus 
during the puerperium are of the greatest possible value in diag- 
nosis. Material should be cultured within a few hours if a negative 
result as to streptococci is to be accepted. 

That blood cultures are a further assistance if they are positive, 
but when negative do not exclude serious infection. 

That when hemolytic streptococci are obtained from any part 
the prognosis is most serious, and probably the infection is always 
exogenous in origin, 

That non-hemolytic streptococci from the uterus is serious, and 
from the blood most serious. 

That non-hemolytic streptococci from the uterus, the blood, or 
from the uterus and blood, is probably often of an extra-genital 
origin. Note Nos. 13, 15, 24, 33, 34, 42, 48. 
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That negative results for streptococci from the cervix may 
usually be accepted, provided the culture is not dominated by other 
organisms. 

That cultures from the blood, positive to either haemolytic or non- 
hemolytic streptococci, are equally serious but neither is necessarily 
fatal. Note Nos. 6, 12, 15. 

That staphylococci aureus, bacillus coli, and gonococci are 
likely to produce local infections but do not tend to become general. 


CLINICAL MANIFESTATIONS. 
Onset of Fever and Period of Invasion. 

The cases in the table are grouped according to the manner of 
onset of fever. Nos. 1 to 24 had a sudden onset, in six with rigor 
and two with profuse sweating, the previous temperature having 
been perfectly normal. Nos. 25 to 28 had a sudden rise, two with 
rigor, and preceded by slight elevation. Nos. 29 to 32 had a 
gradual rise to a high level. Nos. 33 to 57 had elevation of 
temperature ante-partum, from delivery or within 36 hours after 
delivery, except Nos. 44, 49, 50, 52, 53. 54, 55, who were in collapse 
when delivered or first seen and died without rallying ; and Nos. 40 
and 51, who developed high temperatures when they recovered from 
the primary collapse. 


Of the 28 cases with a sudden rise one had protracted labour 
requiring pubiotomy, two had manual removals, one had late post- 
partum hemorrhage, and one was a breech, otherwise the labours 
were easy. In 21 cases the onset was on the third or fourth day, 
and in four cases on the second day. The cases with a gradual 
onset were all easy deliveries. The 25 cases with elevated tempera- 
ture from or before the first day include only six cases with easy 
deliveries, but two of these were abortions; one had post-partum 
hemorrhage and one had innumerable vaginal examinations, 
leaving only two easy deliveries not interfered with. In several of 
these cases, collapse temperature, with very rapid or imperceptible 
pulse, developing shortly after delivery and persisting to death, was 
the only indication of infection. In such cases the peritoneum will 
invariably be found infected, without any reaction and quite devoid 
of symptoms; Nos, 49, 50, and 53 are typical instances. Professor 
Crighton, of Capetown, reported that having seen an observation 
on this subject in the last Rotunda Report, he had a blood culture 
made, just before death, and found pure hemolytic streptococci in 
a case of unaccountable shock following delivery by craniotomy. 
The fact has been established in the Rotunda Hospital not only in 
maternity cases, that have been tested, but also in gynecological 
cases dying of apparent post-operative shock. 





306 | Journal of Obstetrics and Gynecology 


Conclusions. That the incubation period of acute puerperal 
sepsis is probably three days. 

That when the patient is not debilitated the onset is sudden, 
sometimes with rigor. 

That damage to tissues and debility from protracted labour 
disguises the onset, 

That collapse setting in after delivery and progressing to rapid 
death is often the only evidence of infection introduced during a 
protracted labour. 

That ‘‘ Labour Shock ”’ is never a justifiable diagnosis of the 
cause of death after protracted labour until infection has been 
excluded by a cultural examination of a swab from the peritoneal 
cavity. These cases are frequently the most rapid and virulent 
tvpe of sepsis. 

RIGORS. 

Rigors occurred in 14 of the 57 cases in the table and in two of 
the 22 morbidity cases. Profuse sweating which was probably an 
abortive rigor, occurred in three cases. In four cases rigor or 
sweating occurred only at the onset of fever; in 13 cases they were 
repeated or developed later. Three patients had rigors almost 
daily for several weeks and two recovered. Six cases with rigors 
died. 

Conclusions. That the occurrence of rigors does not reduce the 
prognosis for recovery. 

That the occurrence of rigors indicates the more serious type 
of infection, but indicates nothing as to the course likely to be 
followed. 

TEMPERATURE AND PULSE. 

In the table of cases the course of the temperature is not shown, 
but high persistent or remittent temperature with high spikes is 
always indicative of serious infection. A four-hourly chart is 
essential to show the characters. In the second week high per- 
sistence is bad, but very high spikes are not necessarily of ill omen 
if the remissions are good. 

Pulse commonly follows the temperature ; when proportionately 
lower it is good, but when above the prognosis is bad. 


LOCHIA AND INVOLUTION. 

The lochia seldom shows change unless after protracted labour, 
when it may be profuse and is often fetid. Absence of lochia on 
the second or third day of fever is a bad sign but change to pus or 
pus appearing after absence may be considered a definite improve- 
ment, 

Necrosis of tissue or even gangrene and puerperal ulcer of the 
vulva and vagina do not necessarily indicate acute infection. In 
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the absence of necrosis and fetid lochia the involution of the uterus 
is frequently normal. 


DURATION OF CASES. 
Terminated within 7 days 14.cases. 3 
»  between8& 14 _,, - 12 
3 y ESeee =; ‘3 8 
o « Mut « ss 2 


Persisted 5 to 26 weeks , i 3 


recovered. 11 died. 
6 


Taking the duration of the disease from the first evidence of 
fever until either death or recovery, 14 cases terminated in the first 
week, only three recovering, the other 11 succumbing to the shock 
of invasion. Thirteen persisted for over twenty-two days, and 
eight of these finally died; nine developed secondary conditions 
such as abscesses, peritonitis or endocarditis. The remaining 30 
cases terminated in the second or third weeks, 20 recovered and 10 
died. 

Conclusions. The duration of the fever is most commonly ten 
to twenty days. A number of patients succumb from the intensity 
of the onset, and this is promoted by protracted labour causing 
damage to tissue. When a partial resistance is established, 
secondary complications develop and the cases may be very 
protracted, the prognosis is not improved and depends upon the 
site and nature of the secondary developments. 


GENERAL SYMPTOMS. 

After protracted labour mental torpor developing into uncon- 
sciousness may be the only symptom; in the absence of this there 
may be marked malaise with slight elevation of temperature, 
followed by collapse in two or three days, or gradually rising high. 
In cases after easy delivery the patients frequently present no 
symptoms except the pyrexia; this was particularly marked in 
Nos. 3, 4, 5 and 6, none of whom would believe they were seriously 
il! until No. 3 became unconscious and died in 24 hours, while No. 5 
died 36 hours later. Anzemia is a very common and early develop- 
ment, being marked at the end of the first week then progressing 
more slowly. Abdominal and uterine tenderness is very rare; 
when early they are usually due to prolonged labour. A flaccid 
abdominal distension and profuse diarrhoea occasionally develop 
and seem to indicate unresisted peritonitis. Peritoneal fluid seldom 
forms and is nearly always a late development, in the form of intra- 
peritoneal pelvic abscess; this and the formation of frank pus in 
the uterus or cellular tissue is the result of a developed resistance 
and a favourable sign. It is shown in Nos, 7, 10, 15, 37 and 30. 
Some patients overcome the infection but are reduced to a state of 
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marasmus with agglutinated peritonitis which is incompatible with 
life, as in Nos. 7, 27 and 35. Pyzemia is rare and seems to indicate 
resistance established too late. 


TREATMENT. 

From the cases studied acute puerperal fever appears to be due 
to invasion by an exogenous organism, and the result depends upon 
the powers of the patient to resist the invasion or establish a 
resistance to overcome the infection. So far no specific remedy has 
been found and dependence must be placed on general tonic treat- 
ment. When evidence of resistance appears, as by local formation 
of pus, benefit will be derived from drainage or removal of the 
abscess, but removal of tissue will not produce benefit if resistance 
has not previously developed. 

Antistreptococcal Serum. 

Polyvalent serum was used in 34 cases in the table and 17 died. 
Of the 24 cases not given serum, 10 died. The dose given varied 
from 20 to 100 ccs., most commonly 20 or 30 ccs. repeated once or 
twice. Prophylactic doses of 30 to 60 ccs., sometimes repeated in 
30 to 4occs., were given in 16 cases; five of these cases are included 
in the table and all died; they were all cases of protracted labour 
treated outside the hospital. The remaining 11 cases did not 
develop infection, but only two were treated outside the hospital. 
No conclusions can be drawn from these facts, but serum does no 
harm and is given as a routine in suspect cases in doses of 30 ccs. 
repeated once or twice. 


Collosal lodine. 

Intravenous injections of 10 ccs. of collosal iodine are given on 
the same day or the day after serum is started and repeated in doses 
of 10 to 40 ccs. at 24 to 48 hour intervals. The results sometimes 
suggest extraordinary benefit and the injections are never detri- 
mental. 


Intravenous Soda Bicarbonate Solution, 0.9. 

Soda bicarbonate solution intravenously in 20 to 40 ounce 
quantities and repeated once or twice, or given by repeated rectal 
injections, appear to do good in some cases, especially when the 
patients begin to show debility. 

Douching, 

Douching appears to be useless in the svmptomless cases and 
entails the risk of peritoneal infection directly through the Fallopian 
tubes, which are quite patent in the unresisted cases. On the other 
hand, when pus has formed in the uterus, as in Nos. 10, 20 and 33, 
a single or even repeated douche is of unquestionable benefit. Also 
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in cases like Nos. 1, 11, 23 and 38 with profuse fetid lochia a simple 
douche and the removal of retained material does good, but no 
attempt should ever be made to remove adherent material with 
either a dull or sharp curette or even the finger, and a douche is 
better not resorted to until drainage by sitting up, even out of 
bed, has been tried and failed. All cases should be drained by 
free movement and frequent sitting upright. 


OPERATIVE PROCEDURES. 

Whenever pus forms it should be evacuated.  Cellulitic 
abscesses, above Poupart’s ligament, through the vaginal fornices, 
or even by laparotomy. If multiple abscesses form in the uterus, 
hysterectomy, vaginal or abdominal, is indicated. If peritoneal 
fluid forms it should be drained. When there is suggestion of pus 
formation in the pelvis but the site is doubtful, a laparotomy is 
advisable, as any site can be reached and the pelvis drained. Until 
localization has developed operative measures appear useless. All 
cases that continue into the third or fourth week should be closely 
watched for local abscess formation, 


POST-MORTEM. 

In the great majority of the cases that died at least an examina- 
tion of the abdomen and pelvis was made. With the exception of 
the cases with sloughing or necrosis of tissue the organs showed 
little or no change from the normal beyond anemia and slight 
flabbiness. In no case with no evidence of reaction were the pelvic 
veins thrombosed, and thrombosis was absent when looked for in 
the few cases with pus formation. 

In conjunction with this paper the authors have published, in 
another paper, the results of an investigation carried out on normal 
puerperal patients, which show that non-hzemolytic streptococci 
are present in the puerperal vagina in 80 per cent. of normal cases 
and in the uterus in 25 per cent., but hamolytic streptococci 
(pyogenes) was never found. It has been claimed that the 
frequency of non-hemolytic streptococci in the normal vagina is 
increased by faulty technique in collecting material for culture, but 
even so this does not eliminate the presence of streptococci in the 
genitalia and therefore capable of being carried up by manipula- 
tions during confinement. When the results from this investiga- 
tion are considered in conjunction with the bacteriological results 
obtained from the acutely infected cases, it seems justifiable to 
conclude that the non-hemolytic streptococci so commonly found 
in the vagine of puerperal women may be the cause of acute 
puerperal infection, the severe cases are more probably due to the 
introduction of an exogenous organism, 





Case 
No. 


I 


2 
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Nature of labour. 


Spontaneous. Easy. 
Lacerated perineum. 


Spontaneous. Easy. 


Spontaneous. Easy. 


Spontaneous. Easy, 


Spontaneous. Easy. 
Lacerated perineum. 
1 stitch. 


Spontaneous. Easy. 


Spontaneous. 24 weeks’ 
miscarriage.  B.B.A. 
for some hours. 

Spontaneous. Easy. 


Spontaneous. Easy. 
Placenta expressed. 

Spontaneous. Pro- 
tracted. Lacerated 
perineum. 1 stitch. 

Spontaneous. Easy. 


Spontaneous. Easy. 
Excessive P.P.H. 


Spontaneous. Easy. 


Spontaneous. Easy. 
Lacerated perineum. 
1 stitch. 


Spontaneous. Easy. 


Simple low forceps. 
Manual removal. 
Tacerated perineum. 

Difficult. 
Lacerated perineum. 

Spontaneous. Easy. 
Membranes retained. 


sreech. 


vagina, and other 
symptoms. 


Condition of vulva and 





Lochia. 


Day of 
onset of 
fever. 


Character of onset, 
Rigors. 





Perfectly healthy. 


Healthy, 
diarrhoea 4th day. 


Healthy, 
diarrhoea 8th day. 


Healthy. 


Healthy, 
diarrhoea 7th day. 


Healthy. 
Puerperal ulcer in 
vagina, 
Healthy. 
Healthy. 


Healthy. 


Healthy. 


Healthy. Acute 
mania roth day. 
Healthy. Perfectly 
normal puerperium 
for 10 days. 
Healthy. 


Healthy. 


Healthy. Healed. 


Healthy. 


Healthy. 


Plenty. 
Retained 
membranes. 

Normal to 
absent. 


Normal to 
absent. 
Normal to 
absent. 
Normal to 
absent. 


Normal to 
absent. 


Fetid then 
purulent, 


Normal. 
Plenty. 


Purulent, 
5th day. 


Profuse. 
Normal to 


absent. 
Normal. 


Profuse 
hzemorrhagic. 
Purulent, 
and day. 


Normal. 


Normal. 


Normal. 
Membranes 
away 4th day. 


Third. 


Third. 


Fourth. 


Fourth. 


Fourth. 


Fourth, 


Third. 


Third. 


Third. 


Third. 


Fourth. 


Third. 


Fourteenth. 


Third. 


Second. 


Second. 


Fourth. 


Third. 


Sudden, with rigor 
Repeated. 


Sudden, with swe: 


Sudden. 
Sudden. 


Sudden. 
Sudden, with rigor, 
Sudden. 


Sudden. 

Sudden. 

Sudden. 

Sudden, rigors 7th and 
roth days. 

Sudden, with rigor. 


Sudden, with rigor. 


Sudden, rigors 22nd 


day and after. 


Sudden, with intense 


scarlet rash. 
Sudden, rigor 3rd ‘lay. 


Sudden, with sweating. 


Sudden. 
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Uterus. 


Streptococci, 
hemolytic. 


None. 


Streptococci, 
haemolytic. 
Streptococci. 
hemolytic. 
Streptococci, 
hemolytic. 


Streptococci, 
hemolytic. 


Streptococci, 
hemolytic. 

Streptococci, 
not classed. 

Streptococci, 
not classed. 


Streptococci, 
not classed. 

Streptococci, 
hemolytic. 

Streptococci, 


non-heemolytic. 


Streptococci, 
haemolytic. 


Streptococci, 


non-heemolytic. 


Streptococci, 
not classed. 


Streptococci, 
hemolytic. 
Streptococci, 
h:emolytic, 


Bacteriological Findings. 


‘Streptococci, Sth. 
hemolytic. 
Negative. 8th. 


Negative. 6th. 


10th. 
11th. 


Negative. 
Streptococci, 
heemolytic. 


1oth. 
toth. 


7th. 


8th. 
3rd. Streptococci, 
hzemolytic. 
Streptococci, 
non-hzemolytic. 
15 colonies. 
Streptococci, 
hzemolytic. 


ard. 


16th. 16th. 


sth. 15th. 


2nd. Streptococci, 2nd. 
non-hzemolytic. 
(Mitis.) 

Negative. 


Negative. 


16th. 
8th. 


Negative, sth. 


Negative. 4th. 
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Day. Other sites. 


Peritoneum. 
Streptococci, 
heemolytic. 


Arms. 
Streptococci, 
hzemolytic. 
Peritoneum 

abscess. 
Cellulitis. 


Respiration 40, 


12th day. 


Rapid 
respiration. 


Uterus 
sensitive. 


Day. 


¥ he: 
P.M. 


6th to 
16th. 


4th to 
We 


Result. 
Other facts. 


Recovered 16th day. 


Died 7th day. 
day. 


Douched 5th 


Died 13th day. 
Recovered 29th day. 


Died rith day. 


Recovered 47th day. 


Died 180 days. Abscess 
drained 22nd and 27th 
days. Marasmus. 

Died 19th day. Douched 
5th and roth days. 

Died 22nd day. Douched 
roth day. 

Recovered 22nd day. 

Douched 5th, 7th, 8th, oth, 
11th and 17th days. 

Recovered 13th day. 

Douched 6th and 8th days. 

Recovered 2oth day. 


Died 21st day. Retention of 
urine 11th day. Onset of 
fever 14th day. Rigor. 

Died 26th day. Pyzemic 

abscesses 21st day. Douched 
14th day. 

Recovered roth day. 
gradually faded by 
day. 


Rash 
6th 


Recovered 23rd day. 


Recovered oth day. 


Recovered 11th day 
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Condition of vulva and 
vagina, and other 
symptoms. 


Case Nature of labour. 

No. 

19 Spontaneous. Easy. 
Placenta expressed on 
account of P.P.H. 

Spontaneous. Long. 
Innumerable P.Vs. 
by midwife. 

Spontaneous. Easy. 
Manual removal. 


Healthy. 


Healthy. 


Healthy. 


Spontaneous. Easy. Healthy. 

Spontaneous. Easy. 
Membranes retained, 

Simple low forceps. 
Manual removal. 
Lacerated perineum 
and vagina. 

Simple low forceps. 
Lacerated perineum. 


Healthy. 


Healthy. Union 
poor. Tonsillitis 
3rd day. 


Poor union. 


Spontaneous. Easy. Healthy. 


Spontaneous. Easy. 
Secondary P.P.H. 
Clots expressed 4th, 

Prolonged labour. 
Pubiotomy 76 hours. 
Lacerated perineum. 

Spontaneous. Easy. 


Healthy. 


Puerperal ulcer. 


Healthy. 


Spontaneous. Easy. Healthy. 


Spontaneous. Easy. Healthy. 


Simple low forceps. Healthy. 


Cresarean section. Healed perfectly. 


Prolonged labour. 
Simple low forceps 

Pee. 

Manual removal. 


Healthy. 


Excess 


Normal. 


Seanty. 
Free pus 
roth day. 

None from 
4th day. 


Normal. 
Profuse. 


Normal. 


Normal. 
Excessive, 


Normal. 


Excessive. 
Heemorrhagic. 


Normal from 
uterus. 


Normal. 


Normal. 


Profuse. 


Plenty. 
Intermittent, 
retention. 

Plenty for 
seven days, 
then absent; 
pus roth day. 

Profuse 


Day of 
onset of 
fever. 


Second. 


Second. 


Third. 
Fourth. 


Third. 


Sixth. 
Previous 
elevated 

2 days. 
Seventh. 
Elevated 

from and. 

Third. 

Previous, 
elevated. 
Fourth. 
Previous, 
elevated. 
Gradual 
rise from 
fourth. 
Gradual 
from 5th. 
Gradual 
rise to 
100, 7th. 
Gradual 
from 2nd. 


Gradual 
from st. 


Gradual 
from 
delivery. 


Character of onset. 
Rigors. 


Sudden. 


Sudden, with rigor; re- 
peated four days. 


Sudden, with rigor; re- 
peated daily for four 
weeks. 

Sudden. 


Sudden. 
Sudden, with rigx 


peated daily o: 
till death. 


pe 
more 


Sudden, with rigor; re- 
peated three days. 


Sudden. 


Sudden. 


Sudden, with rigor ; re- 


peated for weeks. 


104, 9th 
11th day. 


day; rigor 


105, 9th to 14th «ays. 
105, 9th day after 
douche. 


102.6, 11th day. 


103, 7th day. 


104, 14th day. 











set. 


Yr, re- 


1c 
four 


pte 
more 


rigor 
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Bacteriological Findings. 





Uterus. 


Streptococci, 


haemolytic. 


Streptococci, 
hemolytic. 


Streptococci, 
haemolytic. 


Streptococci, 
not classed. 

Streptococci, 
hemolytic. 

Sterile. 


Streptococci, 
haemolytic. 


Streptococci, 
heemolytic. 


Streptococci, 
haemolytic. 


Streptococci, 
not classed. 


Streptococci, 
hemolytic. 


Streptococci, 
haemolytic. 
Negative (?) 
Streptococci, 


non-heemolytic. 


Streptococci, 
haemolytic. 


Streptococci, 


non-heemolytic. 


Streptococci, 


non-hzemolytic. 


(Mquinus.) 


Day. 


4th. 
oth. 
4th. 


6th. 
oth. 


4th, 
17th, 
4oth. 


oth. 
7th. 
4th. 
roth. 
goth. 
14th. 
11th. 
13th. 


12th. 


1oth. 


15th. 


Blood. 


Negative. 
Negative. 


Negative. 
Streptococci, 
non-hzemolytic. 


Negative 


Streptococci, 
hzemolytic. 
Negative. 


Negative. 


Streptococci. 
Anverobic. 
Negative. 
Negative. 
Negative. 


Negative. 


Day. Other sites. 





— Uterus 
sensitive. 


5th. — 
35th. 


4th. Laparotomy 
61st. Negative. 


16th. — 


oth. Abdomen 
distended from 
33rd. 
— Cellulitic abscess. 
Streptococci 
not classed. 
oth. — 


11th. a 
13th. 


14th. _ 
16th. 


15th. — 


7th to 
roth. 


24th. 


ard. 


Toth. 





Result. 
Other facts. 


— Recovered 18th day. 


Recovered 16th day. 
Douched roth day. 


Recovered 38th day. 


Recovered oth day. 


Recovered 13th day. 

Douched oth day. Débris. 

Died 69th day. Acute endo- 
carditis, 


Recovered 17th day. 
Douched oth day. 


Recovered oth day. 


Douched 
Marasmus. 


Died 54th day. 
5th day. 


Recovered 18th day. 


Recovered 15th day. Breast 


abscess 24th day. 
Recovered 16th day. 


Died 15th Douched 


oth day. 


day. 


Recovered 28th day. 


Recovered 22nd day. 
Douched roth and 14th days 


Recovered 18th day. 


Cresarean section. 


Spontaneous. Easy. 


Spontaneous. Innum- 
erable P.Vs. by mid- 
wife. 


Miscarriage 16th weck. 
Manual removal, 

Piacenta preevia. Linen 
plug in cervix for 48 
hours. 


Spontaneous. Easy. 
Retained placenta, 
part removed by mid- 
wife. 

Spontaneous. Easy. 
Moderate P.P.H. 
Placenta expressed. 

Spontaneous. Easy, 


Prolonged first stage. 
Iixcess moulding. 
Pubiotomy. 

Short labour. 
tured uterus. 
Extraction. Tampon. 

Spontaneous abortion. 
BBA. 

Spontaneous. 


Rup- 


Jasy. 

Miscarriage 16 weeks. 
Manual removal, 72 
hours. 


Macer’d. 
Manual removal. 


Spontaneous. 


Impacted Head 4 days. 
Pubiotomy. 


Impacted breech. 24 
hours complete 
inertia. 


Journal of Obstetrics 


and Gynecology 








Condition of vulva and 


vagina, and other 
symptoms. 


Abdomen healed. 
Reopened for 
drainage 8th day. 
Healthy. 


Healthy. 


Healthy. 


Healthy. 


Healthy, 


Delirium from start. 


Healthy. 


Healthy. 


Indurated. 
Torpor to coma. 


Healthy, 
peritoneum no 
reaction. 
Fetid from start. 


Notes lost. 
Healthy, 
acute delirium 
4th day. 


Healthy, 
Rigors for days 
before labour. 
Sloughing vagina 
and cervix. 


Indurated. 
Cyanotic. 


Lochia. 


Normal, till 
little pus 
8th day. 

Normal, 
purulent 
8th day. 

(?) None 
when seen 
66th day. 


Fetid. 
Seanty to 


absent. 


Fetid. 


Plenty. 
Intermittent 
drainage. 

Normal, 


Profuse, 
heavy. 


Normal. 


None. 

Normal ( ?) 
Very little 
to absent. 


Normal, 


Putrid. 





onset of 
fever. 

From 

operation. 


From 
ist day. 


From 
delivery. 


From 
delivery. 
From 

1st day. 


From 
ist day. 


From 
delivery. 


From 
Ist day. 
Second. 


Shock 
revived 

24 hours. 
From 
delivery. 
From 

1st day. 
Antepartum, 
24 hours. 


Antepartuim, 
103. 


At delivery. 


At delivery. 





Character of onset. 





Rigors. 
102, 2nd day; frequent : 
profuse sweating. 
Gradual ; 103, roth day; ( 
104, 18th day. 
100.4; 104, 3rd day. 
100; 101 to 103. : 


Severe collapse 3rd; 
previously not taken. 


Low, persistent, 
gradual, rise. 


Low, persistent, 

gradual, rise. 1 
99.4; gradual fall to 
collapse. 


Gradual rise from col- 
lapse; 101, 3rd day, 
then rapid fall. 
High rises. 


102, 2nd day. 


Gradual rise; roq, 4th 
day. 


Persistent ; frequent 
rigors 


Progressive collaps: 


Collapse, 


Puerperal Fever 





Bacteriological Findings. 





Uterus. Day. 


Streptococci, 8th. 
hemolytic. 


Gram positive. 
Diplococci. roth. 


Not made. 


Streptococci 
haimolytie. 
Streptococci, 
hemolytic. 


Not made. 


Streptococci, 8th. 


haemolytic. 


Streptococci, sth. 
non-heemolytic. (Mitis.) 


Sections of 
uterus showed 
numerous cocci. 
None made. 


Staphylococci 
aureus. 


Streptococci, 
non-hzemolytic. 


Blood. 


Day. 


Other sites. 





Result. 
Other facts. 





11th. 
16th. 


Negative. 
Streptococci, 
hzemolytic. 


Not made. 
Negative. 3rd. 


Streptococci, 
hzemolytic. 


ath. 


Streptococci, 
hemolytic 
23 colonies. 


3rd. 


None made. 


Peritoneum. 
Streptococci, 
hzemolytic. 


Peritoneum. 

Cellulitic abscess. 

Streptococci, 
haemolytic. 


Abscess, eye. 
Shoulder. 
Ankle. 
Hand. 


Tuing, abscess. 

Vegetative 
endocarditis. 

Streptococci, 
hzemolytic. 


Peritoneum. 
Streptococci, 
haemolytic. 
Peritoneum. 
Streptococci, 
hemolytic. 


77th. 


100th. 


Died 84th day. Intestinal 
obstruction, Agglutinated 
intestines. Marasmus. 

Recovered 21st. 


Recovered 117th day. Peri- 
tonitis adhesive 77th day. 
Cellulitic abscess opened 
1ooth and 114th days. 

Recovered 1oth day. 

Douched 3rd day. 

Died 26th day. Hysterec- 
tomy 13th day. Multiple 
abscess in uterus and 
parametrium. 

Died 11th day. Remaining 
part of placenta removed 
3rd day after revival. 


Recovered oth day. 


Recovered 11th day. 


Died sth day. 
Fungating 


P.M. 15 hrs. 
endometrium. 


Died 3rd_ day. 
tomy 3rd day. 
tion in tissues. 

Died 35th day. 


Hysterec- 
No reac- 


Died 11th day. 

Died 25th day. 
infarct 13th day. 
Abscess in lung: 
spleen. 


Pulmonary 
P.M 
Infarct 


Died roth day. Acute endo- 


carditis. 


Died 2nd day. 


Died 18 hours. 





Case 


No. 


316 
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Nature of labour. 


Condition of vulva and 
vagina, and other 
symptoms. 


Lochia. 


Day of 
onset of 
fever. 


Character of onset, 
Rigors. 





Head in vagina 6 days. 
Inertia. Extracted. 


Impacted 36 hours. 
Craniotomy. 


Cer- 
vix repeatedly plugged 
for three days. 

Impacted 3 days. 
Repeated forceps. 
Craniotomy, 


Placenta praevia. 


Impacted 48 hours. 
Repeated forceps. 
Craniotomy. 


Incomplete abortion. 
Uterus emptied 3rd 
day. 


Long labour. Twins. 
Spontaneous. Breech, 
Lacerated perineum. 


Gangrene of whole Putrid. 


pelvis. Semi- 
comatose. 


Vagina and cervix Copious 


sloughing. Semi- 
comatose. 
Healthy. 

Delirium. Repeated 
collapses. 

Vulva and vagina 
lacerated, 
Sloughing. 


Vulva and vagina 
lacerated. Intense 
induration. Crepi- 
tation abdomen, 
thighs and back. 
Healthy, 


Subinvolution 
marked. 





Hospital 


Intern Cases.—Nos. 1, 2, 3, 4, 5, 6, 13, 14, 24, 25, 27, 32 
Outside Cases. 


to putrid. 


Profuse. 


At delivery. 


At delivery. 


At delivery. 


At delivery. 


At delivery. 


Evening 


before. 


At delivery. 
Antepartum, 


Collapse; rising ty 
days; rigors daily. 


Collapse progressiy: 


Collapse increasing. 


Collapse increasing. 


Collapse. 


103.6; after 104. 


103, 1st day ; continued 
irregular; 100 to 103 
14 days. 


33s 35) 43- 


Nos, 20, 21, 28, 31, 37, 39, 4 44, 49, 50, 51, 52, 53, 54, 55) 50, 57- 
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Bacteriological Findings. 








Uterus. Day. Blood. Day. Other sites. 


Other facts. 





Streptococci, 
non-hemolytic 


7th. 


I chial 

sinear ; 

cocci. 

Peritoneum. 

Streptococci, 
hemolytic. 


Vagina 
B. coli. 


Streptococci, 
hzemolytic. 


17th. 
14th. 


Died 18th day. 


Died 3rd day. 


Died 15 hours. 


Died ist day. Vagina at 
delivery staphyloc. aur. 
Culture not grown for 24 
hours. 

Died 1 hour. P.M. 1 hour, 
Tissues full of gas. Cul- 
ture: Bacillus welchii. 


Died 2nd day after empty- 
ing. Delirium. Hyste- 
rectomy (vaginal). 

Pathology: uterus, 
sepsis. 

Died 17th day. Douched 
14th day. Temp. 98 for 
two days; 105, 17th day. 


acute 








Hospital District Cases—Nos. 7, 8, 9, 10, 11, 12, 15, 16, 17, 18, 19, 


99 = = 


aay “Sy S 


6, 29, 30, 34, 36, 38, 41, 42, 45, 46, 47, 48. 





An Investigation into the Aétiology of Puerperal Sepsis. 


BY 
JosepH W. BicGer, M.D. (Dublin), F.R.C.P.L., 
Professor of Bacteriology, University of Dublin, 
AND 
GiBBon FitzGippon, M.D. (Dublin), F.R.C.P.L., 
Master of the Rotunda Hospital, Dublin. 


WHILE certain cases of puerperal sepsis are due to staphylococci, 
13. coli, or other bacteria, the majority are attributable to the action 
of members of the group of streptococci. Of these the greater 
number are caused by hemolytic streptococci (chiefly Str. pyo- 
genes), but the residue of cases, due to non-hzemolytic streptococci 
(viridans type) are sufficiently numerous to deserve consideration. 

Infection of the uterus, as of other parts of the body, may be 
either exogenous or endogenous. There can be no doubt that a 
true exogenous infection does occur, as is shown by the recorded 
instances of doctors and midwives acting as carriers of infection. 
in many cases, however, the possibility of this mode of infection 
seems to be slight, and it was with the object of throwing light on 
what may, for the moment, be called spontaneous puerperal sepsis 
that the investigation here recorded was undertaken. — Briefly 
stated, we sought to discover whether, in the case of normal labours, 
streptococci were present in the vagina before delivery and in the 
vagina and uterus after delivery, and further of what type were 
these streptococci. 

The cases examined were all of intern patients in the Rotunda 
ifospital, Dublin, and, as is to be expected, show a higher per- 
centage of abnormalities than would a normal series. In only one, 
however, was there any evidence of the existence of any septic 
condition in the body before delivery. 

Swabs were taken from the posterior fornix of the vagina either 
on admission or soon after. In the majority of cases labour had 
commenced when the specimens were collected. In a small number 
of cases in which, for some reason, such a swab was not taken, a 
similar one was secured after the rupture of the membranes, This 
was also occasionally done in addition to the first swabbing. In 
all cases swabs of the posterior fornix and of the interior of the 

Read at the Fifth British Congress of Obstetrics and Gynecology, 
April, 1925. 
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uterus were taken during the puerperium, usually between the 
second and the seventh day after delivery. The technique for 
obtaining these swabs was as follows: The patient was placed in 
the left lateral or Sims’ position. The vulva was opened and a 
Sims’ speculum passed in to draw back the perineum, thus fully 
exposing the cervix. The vaginal swabs were then taken from the 
posterior fornix. For the uterine swabs the external os and just 
inside was wiped completely of discharge. The cervix was then 
steadied with a clip and was again wiped out with sterile cotton 
passed well inside and the culture swab passed directly up into the 
uterine cavity. The swabs were obtained between noon and 2 p.m., 
so as to be sent to the laboratory for culture at 2 o’clock. The first 
eighteen in the series were taken by Dr. Wyndham Williams and 
the remainder by Dr. C. Coghlan, who were taking post-graduate 
courses at the Rotunda. To both these gentlemen we are deeply 
indebted for their co-operation and for their interest in the investi- 
gation. 

Since the object of the investigation was to determine whether 
streptococci were present or not, the laboratory technique was 
different from that used in dealing with swabs from patients 
clinically suspected of sepsis, in which cases the diagnosis depends 
largely on whether streptococci are present in significant numbers, 


the presence of one or two colonies of streptococci being usually ot 
no importance. In our investigation every effort was made to 
supply any streptococci present with its optimum nutrient material 
and to prevent any deaths of the bacteria from drying or delay. 
Cultures were made within, at most, a few hours of the 
of the swabs. 


collection 
We wish to lay stress on this point: our technique 
was devised to find if even a single streptococcus was present on 
the swab examined. Had the swabs been cultured on solid media, 
as is done with swabs sent for diagnostic purposes, the result would 
have been, in the majority of cases, either no growth or a growth 
of only a few colonies and very many of the streptococci actually 
isolated would have been missed. We satistied ourselves on tliis 
point by carrving out duplicate cultures on solid and fluid media 
on the first dozen or so swabs, The method we finally relied upon 
gave infinitely better results than were obtained by the use of solid 
medium, 

The basis of the fluid medium used for primary culture was 
trypsin broth (pH 7.4) to which was added 20 per cent. of sterile 
hydrocele fluid and to per cent. of a sterile to per cent. solution o 
glucose. The swabs were thoroughly washed out in this medium 
which was incubated at 37° C. until the following dav when it was 
examined. The medium is almost a selective one for streptococci 
of all varieties and renders possible their isolation from material 
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in which these organisms are scanty and other bacteria numerous. 
Streptococci may produce a turbidity with only slight deposit but 
more usually they form a dense deposit leaving the upper part of 
the fluid clear. This deposit was examined microscopically and, 
if streptococci were seen, this was noted as a positive result. At 
the same time the average number of cocci in each chain was 
recorded. A loopful of the deposit was plated on human blood 
agar, and the plates incubated for 24 hours. Colonies believed to 
be of streptococci were then subcultured into glucose hydrocele 
broth, which was incubated until the following day. In many cases 
two or more colonies were picked in which these presented differences 
visible with a hand lens. The glucose hydrocele broth cultures 
were examined for purity and to determine the morphology of the 
streptococci, and subcultured into carbohydrate media for purposes 
of classification. Blood agar plates were also made which, when 
examined after 24 and again after 48 hours, supplied the first basis 
of classification of the streptococci into the two main groups, 
hemolytic and non-hzemolytic. At the same time notes of the size 
and morphology of the colonies were made as a control of the other 
basis of classification. 

The classification of streptococci cannot, at present, be regarded 
as satisfactory, and since, in this investigation, some simple basis 
appeared desirable, it was decided to follow Holman’s method,! 
splitting up the two main groups of hemolytic and non-hzemolytic 
streptococci by means of the fermentative action of the isolated 
bacteria on three carbohydrates—lactose, mannite and salicin. The 
basis of the medium was equal parts of trypsin broth and 1 per cent. 
peptone water. Trypsin broth was used as better growth was 
secured by its presence than when peptone water was alone 
employed. It was not used exclusively owing to the possible 
action of streptococci on the glycerine which is present in it in small 
amount. It is doubtful if this precaution is really essential as, in 
many controls made, no evidence of such action in sufficient amount 
to introduce any fallacy was observed. One per cent. of the carbo- 
hydrate was added and also 1 per cent. of Andrade’s indicator. 
The tubes containing this medium were sterilized by the fractional 
method and, after steaming, were enriched by the addition of 20 per 
cent. of sterile hvdrocele fluid. They were always incubated for 
48 hours before use to determine if any had become contaminated. 
After the three tubes were inoculated with each strain isolated, they 
were incubated and examined daily for five days. Usually the 
reactions were sharp and clearly read after 24 or, at most, 48 hours. 
Only very rarely were subsequent changes noted. 


It is not contended that Holman’s classification is perfect. 
Probably the number of types thus found is tov small, but this 
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appears to be preferable to a classification based on fermentative 
action on a large number of carbohydrates which results in a multi- 
plication of types. In all cases the morphology of the cocci and 
types of growth were compared with the results of carbohydrate 
fermentation, and only in a very few cases was any possible 
discrepancy observed. 

in all 158 swabs were examined and streptococci were found to 
be present in 101. In three cases two types of streptococci were 
found in the one swab. It is probable that if the number of colonies 
picked had been increased, this would have occurred more 
frequently. In 13 cases streptococci were seen in the original broth 
culture but were not typed. The reason, in five cases, was that it 
was found impossible to isolate them owing to the presence of other 
organisms (B. proteus, etc.), while eight accidents in the laboratory 
(breaking of plates or tubes, too hasty discarding of plates, etc.) 
were responsible for the other omissions to type the organisms. 
In these cases the probable organism, as judged from those of its 
characteristics observed before it was lost, as well as by other 
examinations of the same patient, is entered in the table in brackets. 

In the table particulars of the type of labour and any notes on 
the puerperium, number of days before or after delivery when 
swabs were taken, and the organism isolated if any are noted. An 
analysis of the results must now be attempted. For this purpose 
‘“ probables ’’ as explained above, are treated as if the organism 
had been correctly typed. The error so introduced, if any, is small. 
The gross results obtained may be thus summarized :— 


Gross Results obtained by Culture. 
Number of patients ro on wa 
Number of swabs $i ae 
Streptococci absent i - a 
Streptococci present 
Streptococci found 

Str. faecalis 

Str. mitis 

Str. equinus ... 

Str. salivarius 

Str. equi 

Str. infrequens 


Of these streptococci only two, Str. equi and Str. infrequens, 
were hemolytic. Str, equi was only moderately hemolytic while 
Str, infrequens was very actively so. The rarity of the hemolytic 
streptococci and the fact that neither of those found were identical 
with the Str, pyogenes, the commonest cause of puerperal sepsis, 
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tends to confirm our pre-conceived opinion that this organism is 
usually, if not always, introduced into the vagina from without in 
those cases in which puerperal sepsis from this cause appears, and 
that it is incapable of existing there as a saprophyte which becomes 
pathogenic on reaching the damaged uterine tissues. It must not, 
however, be forgotten that we only examined fifty cases and that 
further material might cause us to change our opinion on this point. 

All the other streptococci isolated were of the non-hzemolytic or 
viridans type. The most numerous were the Str. faecalis and the 
Str. mitis which were about equal in numbers, Str. equinus and 
Str. salivarius being less frequently found. 

In the following table the occurrence of the various organisms 
in the vagina before delivery and in the vagina and uterus after 
delivery is shown. 


Various Organisms found by Culture and Site. 
Before delivery. After delivery. 
Vagina. Vagina. Uterus. 
Number of swabs ... wx @ 50 50 
Streptococci absent Be ae 8 
Streptococci present or icon, 42 
Str. feecalis... ie ier Se 16 
Str. mitis ee =" o. 20 
Str. equinus ... ike «a @ 3 
Str. salivarius er uc. 8 
Str. equi 
Str. infrequens 


We may first contrast the bacterial condition of the vagina 
before and after delivery. The figures seem to show, beyond 
doubt, that streptococci are more frequently present after than 
before the birth of the infant. In only four of the fifty cases were 
streptococci absent at all examinations. In three streptococci were 
present in the vagina before delivery but were not found subse- 
quently, while in 15 they were absent before delivery but were 
found in that situation after the birth of the infant. The flushing 
of the vagina by the waters had evidently no more than a transient 
effect, if anv, which was outweighed by the more suitable environ- 
ment in which the streptococci found themselves after delivery, 
owing probably to the food material supplied by the lochia. 

We may next consider the uterus itself, and here we see our 
most surprising result. In 27 out of the 50 cases, streptococci were 
present in the swabs taken from the interior of the uterus with great 
care during the puerperium. It would appear that invasion of th: 
uterus by vaginal streptococci does occur after delivery, but every 
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invasion does not, of necessity, mean an infection. In four of our 
cases morbidity was shown by the temperature of the patient. One 
of these can be eliminated owing to the existence of pyelitis, leaving 
three for consideration, In two of these, streptococci (Str. faecalis) 
were isolated from the uterus while the uterine swab from the other 
contained no streptococci. It is noteworthy that of the 27 instances 
oi uterine invasion, the same organism was present in the uterus 
as in the vagina in 25; in one different organisms were present, and 
in one streptococci were found in the uterus but not in the vagina. 

Before considering the question of uterine invasion further, 
there is one point worthy of some remark, the constancy of the 
vaginal and uterine flora at the three or more examinations made. 
Out o: the 50 cases in only four were all examinations for strepto- 
cocci negative. In 37 either the same streptococcus or none was 
found at all examinations, this including one case where a double 
invasion was found. In nine there was a change of type. It is 
probable that a more extensive sampling of colonies would have 
revealed double invasions in many of these cases. 

We do not wish to obscure what we consider our most important 
finding, that of 54 per cent, of uterine invasions by streptococci, by 
further analyses of our results. While we were satisfied that our 
teciunique was good, we felt that we must face one obvious and fair 
criticism. To pass a swab into the uterus it is necessary to pass 
through the cervix in intimate contact with the vagina, admittedly 
containing streptococci. This passage permits the possibility of 
the picking up, by the swab, of streptococci not actually in the 
uterus. That this criticism is a sound one would appear by con- 
sidering the first 25 and the second 25 of our cases separately. In 
the first 25 cases 17 uterine invasions were recorded and only ro in 
the second. Two gynecologists were engaged in the collection of 
swabs in the first haif of the series, both of whom had to learn by 
experience the best technique. In the second half all the swabs 
were taken by one individual who had already mastered the 
technique. In order to meet this criticism, a further investigation, 
which was confined to the puerperal uterus, was undertaken. The 
technique, which was as follows, was entirely carried out personally 
by one of us (G. FG.). The patients were placed in a gynzco- 
logical chair, a posterior speculum was gradually passed into the 
posterior fornix and the vagina wiped clear of lochia. The anterior 
lip of the cervix was then held and the cervical canal wiped clear. 
A 2 inch glass tube, which had about one inch of cotton plug at 
one end and overlapping the edges of the tube, was prepared by 
boiling and was then passed direct from the sterilizer for at least 
two inches into the uterine cavity. The culture swab was then 
passed up the glass tube and dislodged the cotton plug as it entered 
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the uterine cavity. In all cases a flow of lochia came from the 
uterus into the glass and, in most cases, flowed freely through the 
tube. The culture swab was then withdrawn and restored to its 
protecting test-tube. It was then thought that it would be helpful 
to attempt a numerical estimation of any streptococci found in these 
swabs and so, on receipt, each swab was thoroughly washed in 
5 c.cs. of glucose hydrocele broth. Of this 0.5 c.c. was transferred 
to a second tube of the same medium and o.1c.c. to a third. A 
positive finding in the third tube indicated at least 50 streptococci 
in the swab, in the second 1o and in the first one. The methods 
used for the isolation and typing of the streptococci was similar to 
that previously stated. In this series 25 patients were examined, 
either on the fifth or sixth day after delivery. The results obtained 
are shown in the following table :— 


Results obtained from the uterus in twenty-five patients examined 
as controls. 

Number 

Patient. Streptococci found. in swab. 
18 patients . None site ns whe me = 
Str. mitis — ies a 
mitis ~ ee i, (e 
. feecalis ie a io ae 
mitis es — we 4 
Str. faecalis ae — a 
Str.faecalis sik = we 
Str, non-hzemolyticus uw 


Streptococci were therefore found in 28 per cent, of the uteri as 
contrasted with 54 per cent. in the first series. This would seem 
to point to faulty technique in the earlier investigation, but even if 
this be allowed, 28 per cent. of positive results is still very con- 
siderable. The very sceptical may hesitate to accept a single 
streptococcus (more probably a single chain of streptococci) as 
significant, but even if these are discarded there remain 20 per cent. 
of puerperal uteri invaded by streptococci of the viridans type in 
women exhibiting no sign of morbidity as determinable by tempera- 
ture, pulse or local condition. 

The results of our investigation may be summarized as 
follows :— 


1. Streptococci were found in the vagina before and after 
delivery in 68 per cent. of the cases examined. They may, there- 
fore, be regarded as among the normal flora of the part. 
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2. Hemolytic streptococci were only found twice in the examina- 
tion of 108 vaginal swabs. Str, pyogenes was never found. 

3. The predominant non-hemolytic streptococci of the vagina 
were Str. feecalis and Str. mitis. 

4. Non-hemolytic streptococci were present in the post-partum 
uterus in at least 20 per cent. of the cases examined. 

We hesitate to draw any conclusions from our findings, but we 
suggest the following without wishing to dogmatize :— 

1. The commonest form of puerperal sepsis, that caused by 
hzemolytic streptococci (and particularly Str. pyogenes) is due to 
exogenous infection, 

2. Non-hzemolytic streptococci do occasionally cause puerperal 
sepsis. These organisms are present in the vagina of the majority 
of parturient women and are found fairly frequently in the uterus 
post-partum. They are normal body saprophytes, but are oppor- 
tunists as regards pathogenicity. (The Str. faecalis may give rise 
to suppuration in wounds and the Str. mitis to septicemia and 
subacute endocarditis.) Puerperal sepsis due to non-hzmolvytic 
streptococci may be an endogenous infection, the cause being the 
streptococci of the vagina plus some unknown factor which may be 
a local or general lowering of the patient’s resistance or a rapidly 
enhanced virulence of the organism. 


1. Holman, W. L. ‘“ The classification of streptococci.’’ Journ. 
of Medical Research, 1916, xxxiv. 





Vaginal 
examinations. 
Before During 
labour. labour. 


Condition on admission. 
Para. Period. 





Nature of labour. 





Pelvi- 
metry. 


Good. 1-para. Contracted pelvis. 
Term. 
Good. I-para. 


Term. 


Contracted pelvis. Several. 


Combined accidental haem- 
7-para. 39 weeks. 
Abortion. 16 weeks. 


Poor. 
orrhage. 
Fair. 6-para. 
Good, 1-para. Term. 
Term. 
Term. 
Term. 


Good. 
Good. 
Good, 


6-para. 
I-para. 
I-para. 
Several. 


Moderate. Albuminuria. 


Term, 


I-para. 


5-para. Term. Hydramnios. Several. 
Pressure symptoms. 

Good. 1-para. Term 

Good. 1-para. Term. 


Good. 16-para. Term. Several. 
Albuminuria. 

1S weeks. 
Good. 


Good. 


Miscarriage 16 
10-para. 
11-para. Term. 
I-para. Term. 

Good. 1-para. Term. Admitted 
as protracted labour. 
Good, Contracted pelvis. 

37th week. 
Good. 


Pelvi- 
metry. 


3-para. 
I-para. Term, 


Good. 


Severe 


Term. 
albuminuria. 

to 22 weeks. 
2-para. 


I-para. 


g-para, 
Dead foetus. 
Term. 

Excessive 


Good. 
loss. 
Complete abortion. 
Albuminuria. 


Poor. 5-para. 


8-10 weeks 


Low forceps. 
neum. 

Pubiotomy. 
tion. 


Lacerated peri- 


Forceps. Lacera- 
Hzematoma vulvee. 


Spontaneous. 


Induction with tents. Uterus 
emptied with flushing curette. 
Spontaneous. T,acerated _ peri- 
neum. 
Spontaneous. 
Spontaneous. 
Spontaneous. 
neum. 
Protracted inertia. 
Decapitation. 
shoulders. 
nem. 
Middle straight forceps. 


Lacerated peri- 


Forceps. 
Impacted 
Lacerated _ peri- 


Spontaneous. 

Spontaneous. 
Morphia. 

Pendulous 


Scopolamine. 


abdomen. Unfixed 
head. Internal version. 
Manual removal of placenta. 
Uterus plugged. 
Spontaneous. 
Spontaneous. 
newm., 
Low forceps after slow labour. 
Iacerated perineum. 
Induction of labour. 
Spontaneous. 
Spontaneous. 
neum. 
Spontaneous. 
Tabour induced. 


Lacerated peri- 


Tube. 


Lacerated peri- 


Spontaneous. 


Hydatid condition of placenta. 


Spontaneous. 
Spontaneous. 


State 
of 
infant. 


Alive. 


Alive 


Alive 


Alive ; 
Alive 
Alive 
Alive 


Dead. 


Alive 


Alive. 
Alive. 


Alive. 
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Bacterial Findings. 





Puerperium. 
Day 
normal. 


Days 
morbid. Before labour, 


= Str. equinus. 


jth to 8th 
and rth. 
4 i 100.4°. 

: None. 


(Str. faecalis.) 
(Str. feecalis.) 
None. 


Str. 


Str. mitis. 


None. 


2nd to 6th 
TT. 102-42, 


Str. mitis. 


None. 
None. 


Str. faecalis. 
Str, 


feecalis. 


Str. mitis. 
Str. feecalis. 


Str. faecalis. 
None. 
None. 


None. 
T. ror® 5th (Str. faecalis.) 


Then 99.4°. 


Sth 


None. 


(Str, faecalis.) 


Vaginal. 





salivarius. 


Day. 


2 


10 


During labour. Puerperium. 


Str. equinus. 


Str. feecalis. 


None. 


Str. feecalis. 


Str. feecalis. 


Str. faecalis. 
Str. salivarius. 


(Str. mitis.) 


Str. mitis. 


Str. mitis. 


None. 
(Str. salivarius.) 


None. 


Str. faecalis. 


(Str. faecalis.) 


Str. mitis. 


None. 
Str. feecalis 
None. 


Str. mitis. 


Str. faecalis. 
Str. faecalis. 


Str. mitis. 
Str. feecalis. 


Str. equinus. 


Str. faecalis. 


Str. feecalis. 


Str. faecalis. 


2 
Pe | 





Uterine. 


Day. Puerperium. 


Str. equinus. 


Str. faecalis. 


None. 

Str. feecalis. 
None. 

Str. faecalis. 
Str. salivarius. 
Str. mitis. 


Str. mitis. 


None. 


Str. mitis. 
Str. salivarius. 


None. 
(Str. faecalis.) 


Str. feecalis. 
None. 


Str. feecalis. 
None. 
None. 


Str. feecalis. 
Str. feecalis. 


Str. mitis. 
None. 
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Case 


No. Para. 


Contracted pelvis. 


Term. 


Good. _ I-para. 


Journal of Obstetrics and Gynecology 


Condition on admission. 
Period. 


Good. 


Term. 


Extended legs. 


Contracted pelvis. 


Term. 
Marked 

Term. 
Good. I-para. 
Good. 11-para. 


Good. 
Good. 


2-para. 
I-para. 


Good. 


3-para. 
Good. 5 


5-para. 
Good. 2-para. 
Good. I-para. 
Good. 
Good. 


5-para. 
I-para. 


Good. 


Good. 


albuminuria. 


Term. 
Term. 


Term. 
Term. 
Term. 


Term. 


Term. 
Term. 


Term. 
Term. 


Term. 





Vaginal 
examinations. 
Before During 
labour. labour. 


I-para. 


Breech. 


I-para. 


2-para. 


Nature of labour. 


Spontaneous. 
neum. 
Breech delivered with forceps 
after being applied three 
times. Some excess of P.P.H. 
Spontaneous. Lacerated _ peri- 
neum. 
Spontaneous. 


Lacerated peri- 


Spontaneous. 
Spontaneous. 


Spontaneous. 
Spontaneous. 
morphia. 

neum., 
Spontaneous. 
Spontaneous. 


Scopolaiine- 
Lacerated _ peri- 


Spontaneous. 
Spontaneous. 
neum. 
Spontaneous. 
Spontaneous. 


Lacerated peri- 


I-para. 


Aged 40. Multiple fibroids. 


Term. 


Good. 2-para. Term. 


I-para. 


Spontaneous. 
neum and 

Low forceps. 
60 hours. 


stage. 


Lacerated peri- 
high in vagina. 
Protracted labour. 
Excessive loss 3rd 


Lacerated perineum, 


Good. 
Good. 
Good. 
Good. 


2-para. 
I-para. 
I-para. 
4-para. 
6-para. 
7-para. 
pyelitis. 


Good. 
Good. 
Severe 


Good. 
Good. 
Good. 


I-para. 
I-para. 
g-para. 


Term. 
Term. 
Term. 
Term. 
Term. 
Term. 
3-para. 


Term. 
Term. 
Term. 


Term, 


Spontaneous. 
Spontaneous. 
Spontaneous. 
Spontaneous. 
Spontaneous. 
Spontaneous. 
Spontaneous. 
Spontaneous. 


Spontaneous. 
Spontaneous. 
Spontaneous. 


State 
of 
infant. 


Alive. 


Alive 


Alive 


Alive. 


Alive ; 
Alive 


Alive. 
Alive ° 
Alive 
Alive. 


Alive 
Alive 


Alive. 
Alive. 


Alive 


Alive 


Alive. 
Alive. 
Alive 
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Bacterial Findings. 





Puerperium. 
Days Day 
normal. 


Vaginal. Uterine. 





During labour. 





morbid. Before labour, Puerperium. Day. Puerperium. Day. 





From before 
delivery till 
6th day. 
T. 1oT.4°, 


7th 


None. 


None. 


Str. faecalis. 


Str. feecalis. 


None. 
None. 


None. 

Str. equinus. 
Str. mitis. 
None. 

(Str. equinus.) 


Str. mitis. 
Str. faecalis. 
Str. mitis. 
None. 


None. 

None. 

Str. equinus. 
Str. mitis. 
Str. faecalis. 


(Str, faecalis.) 
None. 


None. 


Str. salivarius. 


Str. mitis. 


Str. feecalis. 


Str. faecalis. 


None. 


Str. mitis. 


Str. salivarius. 
None. 


Str. mitis. 


Str. mitis. 


Str. mitis. 
Str. mitis. 


Str. equinus 
Str. feecalis. 
Str. mitis. 
None. 
Str. mitis. 


Str. mitis. 
Str. infrequens. 


None. 
Str. equinus. 


Str. mitis. 
Str. mitis. 


Str. mitis. 


None. 


Str. mitis. 
None. 
Str. equinus. 
(Str. mitis.) 

Str. mitis. 
Str. feecalis. 
Str. faecalis. 
Str. faecalis. 


Str. feecalis. 
None. 
Str. mitis. 


7 


6 


Str. mitis. 7 


Str. mitis. 6 


None. 
None. 


None. 
Str. mitis. 


None. 
(Str. mitis.) 


None. 
None. 


None. 
Str. equinus 


Str. mitis. 
Str. mitis. 


None. 


None. 


Str. faecalis. 
None. 
None. 
None. 

Str. mitis. 
Str. faecalis. 
None. 

Str. mitis. 


None. 
None. 
Str. mitis. 








The Results of a Questionnaire on the Subperitoneal 
Gilliam Operation performed during the last six years.* 


By BETHEL Sotomons, M.D., F.R.C.P.1., M.R.LA,, 


Gynecologist, Mercer’s Hospital, Dublin. 


INTRODUCTION. 

It may be asked why in these days a paper on backward displace- 
ment of the uterus should be presented before a learned Congress 
such as this. The question as to treatment has been, and is so 
much under discussion, and such divergent views have been 
expressed about the matter, that it was believed by the essayist 
that the time had come to find out the results which followed 
operation for the relief of the symptoms which appeared to be 
associated with the displacement, In fact so far has the pendulum 
swung, that within a few vears, gynecologists have gone through 
phases which commenced with no treatment, proceeded to pessaries, 
then to operation for all backward displacements, until a return has 
been made lately to the dictum of no treatment. Bernard Shaw in 
his introduction to ‘‘ The Irrational Knot,’’ says we change our 
personalities every eight vears. The differences of opinion on the 
question under discussion have been worthy of a quick-change 
artist on the music hall stage. We must read recent articles and 
discussions to demonstrate the truth of these assertions. The 
writer is of the opinion, which is backed up by the results in the 
series of cases investigated, that whereas some few patients who 
have no symptoms require no operation, for the vast majority of 
women with backward displacement, an operation is indicated to 
relieve their symptoms. It is not intended to discuss all possible 
symptoms and signs, nor is it intended to raise a discussion as to 
which of the numerous operations is the best. It is proposed here 
to outline the results following an operation which has proved to 
be reliable and efficacious from every point of view. 


QUESTIONNAIRE. 
235 patients were written to, and answers were received from 
1760. The absence of a reply in many instances was due to the 
state of Ireland, whereby people were continually changing their 


* Read at the Fifth British Congress of Obstetrics and Gynecology, 
April, 1925. 
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residences, willingly or unwillingly. No patient was included 
whose operation had been done less than a year previously. 


The questions asked were : 


(1) How have you been since the operation ? 

(2) Have you had any pain in the back or elsewhere ? 

(3) Have you any unusual discharge ? 

(4) Have vou had any miscarriages ? 

(5) Have you had any full-time children; if so, was the labour 
normal ? 

(6) Has menstruation been normal ? 

(7) Any further remarks, 

(8) Can you come for examination ? 


It is not necessary to take up the time of the Congress by going 
minutely into the answers given by the different patients, but the 
following main points will be considered :— 


(1) When the patient had backache or any other ache, did the 
operation relieve ? 


2) Did she have children or miscarriages since the operation. 
3) 


( 
( 
( 


Did she have trouble in confinement ? 

4) Did examination reveal the uterus in good position, and dic 
the patient complain of any “ drag ’’ or other unpleasant 
feeling ? 


1. When the patient had backache or any other ache, did the 
operation relieve ? 


That backache is caused by a simple backward displacement and 
cured by its relief, is an established fact. Why backache occurs 
we do not know—it is probably caused by congestion from faulty 
circulation in the uterus, or from direct pressure on the nerves. 
Turning to the cases here, four of intractable sciatica were abso- 
lutely cured by the operation. In 176 cases, 107 had some form of 
backache previous to operation. Of these 101 reported relief—six 
were not cured of this symptom. In other words this result shows 
that if a woman suffers from lumbar or sacral pain, or pains shoot- 
ing down the legs, and a backward displacement is present, a 
proved reliable operation should be advised. 

The fantastic notion that a number of women with displaced 
uteri and severe backache, should all be suffering from neuras- 
thenia, must only be mentioned to be thrust aside. Many of the 
patients suffered from dysmenorrhoea : with regard to this, it has 
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been suggested that dilatation of the cervix should only be done, 
even when displacement is present. In the series of unmarried 
women there were six cases whose cervices had been dilated without 
relief of symptoms, who have been cured absolutely since the 
Gilliam was done: this, combined with observation of other 
patients, seems to prove that backward displacement is a cause of 
dvsmenorrheoea. 


2. Did she have children or miscarriages since the operation, and 
did she have trouble in labour ? 


The latter portion of this question is the bogey of all operations 
for the cure of backward displacement, and it may be said at 
the outset that the woman who has had the operation performed 
in the manner to be described later, can approach her labour 
with equanimity. In addition, the operation must be regarded as 
the definite treatment for women with retroversion who have 
suffered either from frequent abortions or sterility. In_ this 
instance the discussion of these subjects cannot be entered upon : 
the object was to find out how many women had been confined 
since the operation, and if there was any trouble. Of the answers 
received, 67 women had had full-term children without trouble, 
three had both children and miscarriages, and three had mis- 
carriages alone. 


4. Did examination reveal the uterus in good position ? 
In no case had the displacement recurred. 


Did the patient com ylain of any ‘‘drag”’ or other unpleasant 
I a S 
feeling since operation ? 


In one case only there was slight discomfort, which might have 
been caused by a pull on the ligament. This is a most important 
point to have elucidated, for many operations on the round liga- 
ments seem to leave this unfortunate sequel. 


INDICATIONS FOR OPERATION. 

Enough has been said to show that the main indications are 
backache, sterility, dvsmenorrhoea, frequent abortions. As stated 
earlier, there are some cases which do not require operation, but 
the opinion is held that the operator who, with his patient anzs- 
thetised, leaves her with a backward displacement uncorrected, 
deserves to have no more patients. 


NATURE OF OPERATION. 
Claim to originality for any operation is dangerous. The 
writer believed he had originated the technique of the subperi- 
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toneal Gilliam operation about to be described, until he sent text 
and illustrations to America, when he was informed that Simpson 
was first in the field. So far as can be ascertained about 
Simpson’s technique, an opening is made in the rectal aponeurosis, 
and this is avoided in the following operation. 

An important point to remember is that every detail in 
technique should be followed. 

The patient is anzsthetised, and full anzesthesia is necessary, 
otherwise the rigid recti impede the progress of the operation. 

The abdomen is opened in the mesial line from the symphysis 
pubis upwards. Adnexal abnormalities are corrected. A_ stitch 
of number 4 silk is placed about the round ligament on each side 
from 1 to 14 inches (depending on the size of the uterus and the 
lengthening of the ligament) from the uterine cornu; this stitch 
is not tied; silk must be used; if catgut is the material, a recur- 
rence of the displacement will occur. A clip forceps is placed on 
the edge of the rectal aponeurosis on a jevel with the top of the 
fundus uteri (see fig. 1). A curved forceps is then passed under 
the aponeurosis, between it and the muscle, until it reaches the 
outside margin of the peritoneum. The forceps is passed out- 
side and behind the peritoneum, and is then brought inwards 
until it reaches the stitch which has already been placed about 
the round ligament; it pulls this through. A Reverdin needle is 
then passed (see fig. 2) through the under surface of the apon- 
eurosis at the outer margin of the rectus muscle, through the 
thickness of the ligament, and is threaded with one end of the 
ligature; the same is done with the other end and the stitch is 
tied. The same technique is carried out on the other side. The 
curved forceps may be passed through the internal abdominal 
ring, but there is no need to look specially for this point. The 
uterus is thus suspended in position by subperitoneal shortening 
of the round ligaments; therefore there is no danger whatever of 
intestinal obstruction. 

The silk used is Number 4 and is sterilized as follows :—It is 
wound on boilable glass squares. These are placed in a sterilizer 
containing boiling water, and allowed to boil steadily for twenty 
minutes. They are then transierred to a boiled glass jar containing 
sterile corrosive sublimate solution 1-500. The silk is then ready 
for use. The silk used in the operations was manufactured by 
Archibald Turner, Leicester. These details are given because 
surgeons complain of trouble with silk. If care is taken, and there 
is no mauling, there will be no trouble. In the same way, although 
No. 4 silk may sound heavy, the No. 4 silk of Turner is about the 
same thickness as No. 1 of other manufacturers. 
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Fig. 1. The cuived forceps has been placed outside the peritoneum 
and grasps the stitch which has been placed under the round ligament. 


\ 


al 


Pape: YY 

y |] ))) > 

/ } 

fee My 

F / 

Fig. 2. Stitching the ligament to the under surface of the rectal 


/poneurosis. 
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Fig. 3. The operation completed. 


CONCLUSIONS. 

1. Backache and sciatica may be caused by backward displace- 
ment of the uterus, whether mobile or fixed. 

2. A properly performed subperitoneal operation will cure the 
symptoms in nearly all cases. 

3. There will be no post-operative complications. 

4. There will be no trouble in labour. 

5. There can be no comparison between a subperitoneal shorten- 
ing of the ligaments, and either an intraperitoneal shortening or 
any direct uterine suspension. The first is safe: the two last types 
are fraught with dangerous possibilities, 





Case of Absence of the Vagina with Hematometra, 
Hematosalpinx, and Tarry Cysts. 


By W. E. Forueraitt, M.A., B.Sc., M.D. (Edin.), 
Professor of Clinical Obstetrics and Gynecology, Manchester 
University ; Hon. Surgeon, St. Mary’s Hospital, Manchester. 


Tuis case is brought forward as an example of a condition which I 
imagine to be very rare, as I have only once before removed a 
child’s uterus for a hematometra. In that case, which was sent to 
me by the late J. J. Cox many years ago, there was a very small 
upper portion of the vagina present, like a small egg-cup, into 
which the cervical cavity merged, and which was cut through as 
the uterus was removed.! In the present case there was no vagina. 

The patient, Miss K. C., is a schoolgirl now aged twelve years 
and three months. She had meningitis when an infant. Since 
early childhood she has suffered from incontinence of urine during 
the day, but not when lying down or during the night. In the 
spring of 1924 she had pain in the lower abdomen, off and on, for a 
week, which did not prevent her from going to school. Two 
months later there was a similar attack of pain, and a third occurred 
during August 1924. On October 25th there was again pain over 
the pubes and in both iliac fossa lasting fora week. She stayed in 
bed one day. At the end of November she was kept in bed two 
weeks by a fifth attack. Pain returned on December 28th, making 
six attacks during nine months. 


Examination on August 27th, 1924. 

The patient is a very tall girl for her age, and the breasts are 
well developed. The sternum is depressed and the costal arch is 
very narrow, so that the lower part of the chest is defective in 
capacity. The external genitals are poorly developed. The 
urethral orifice is a slit, three-quarters of an inch long, and behind 
this is a dimple, half an inch deep, which admits only the tip of the 
little finger. The anus is immediately behind this dimple, the 
perineum being very small. The vagina appears to be absent. On 
bimanual examination with one finger in the rectum, an ovoid mass 
is felt lying in the pelvis with its lower pole against the anterior 
rectal wall. 

[At this time (August 1924) the principal complaint was incon- 
tinence of urine and treatment for the major abnormality was not 
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desired. A plastic operation was done on September 3rd, 1924, 
with the object of completing the lower portion of the posterior wall 
of the urethra, and this secured very considerable improvement. 
Subsequently, the patient could retain urine for three or four hours, 
and was often practically dry for a whole day. The renewed attacks 
of severe abdominal pain brought the girl back for further treatment 
at the end of December. ] 


Examination on January 3rd, 1925. 


Under anesthesia, inspection showed the urethral orifice to be 
carried well forward, and the urethra considerably elongated by 
the operation in September. Bimanual examination with one finger 
in the rectum showed the presence of a large mass nearly filling the 
pelvis and rising above the pubic symphysis. This mass appeared 
to consist of the enlarged uterus and appendages. It was con- 
sidered undesirable to attempt the formation of a vaginal canal 
between the bladder and the rectum. The abdomen was therefore 
opened in the middle line. 


Operation. The uterus was then seen to be about the size of a 
three months’ pregnancy. The omentum was adherent to the right 
appendages ; adhesions also bound the left appendages to the pelvic 
colon. Both Fallopian tubes were distended and _retort-shaped, 
being curled over their respective ovaries. The right tube was the 
larger and the right ovary contained a blood cyst, the size of a golf 
ball. The left ovary formed a cyst, the size of a tennis ball, which 
burst during the separation of adhesions and emitted a quantity of 
chocolate-coloured fluid. The appendages and uterus were removed 
complete. On cutting free the lower pole of the uterus, no cervical 
canal or vaginal canal was seen, and no chocolate fluid or blood 
escaped from the uterus. The pelvic floor was covered over with 
peritoneum and the abdomen was closed without drainage. 

Specimen. After hardening, the uterus was 3? inches long and 
34 inches broad at the upper part. It measured 2? inches from 
back to front. Sagittal section revealed the content of rather light- 
chocolate-coloured fluid. The uterine wall was one-third of an inch 
thick above and about one-eighth of an inch thick in the lower 
portion. There was no indication of any cervical canal. The pear- 
shaped uterine cavity was lined by a very thin endometrium only 
seen On microscopic examination. The right tube was 6} inches 
long, retort-shaped and curled round the ovary. It was thin-walled 
and distended by chocolate fluid. The fimbrize were not recogniz- 
able. The right ovary forms a cyst as large as a golf ball contain- 
ing tarry fluid, enveloped in adhesions. The left tube is 5? inches 


54 
long and retort-shaped. The fimbriz are not seen. The wall of 
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the tube is thicker than that of the right tube, and on microscopic 
examination is seen to have a thin lining of tubal mucosa. The 
left ovary is converted into a thin-walled cyst as large as a tennis 
ball. Its outer surface is roughened by adhesions. (Fig. 1.) 
This case affords scope for pathological investigation and 
surmise in various directions. It is now mentioned merely on 
account of its clinical interest and may be referred to again at a 


later date should it prove to throw any light upon questions of 
interest to the Society. 
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Fig. 1. The photograph shows the left half of 
the specimen after sagittal section. 





Drawing (low-power) of a portion of the corpus luteum 
showing secretion globules. In the stroma tissue are 
seen some of the cell-islands referred to in the text. 

(Haematoxylin and eosin stain.) 


Drawing of the specimen cut in half to show the 
relation of the pregnancy to the corpus luteum which is 
lying embedded in ovarian tissue. 

















A Case of Primary Ovarian Pregnancy with Special 
Reference to the Corpus Luteum. 


By J. M. Gitmor, L.R.C.P.L, 
Gynecologist, Drumcondra Hospital, Dublin, 


E. C. Smitu, M.D., 
Assistant to the Professor of Pathology, Trinity College, Dublin, 
and 
J. Bronte GaATENBy, D.Sc., 
Professor of Zoology and Comparative Anatomy, Trinity College, 


Dublin. 


History OF CASE. 

IX. G., a trained nurse, aged 30, married seven months, was sent 
ior consultation by Dr. Ruth Lemon, Markethill, co. Armagh, on 
the 1oth of June, 1924. 

The menstrual history was normal. The periods began at the 
age of 10, were always regular every 28 days and lasted three to 
four days. The family history was negative. 

Development of present condition. The patient’s menstrual 
flow was always regular and normal until April 19th. The previous 
period having been on March 28th. On April 1gth the patient 
had a slight flow which lasted for about three days, and on May 
2oth she was suddenly seized with severe abdominal pains of a 
cramp nature that lasted about 30 minutes. Four days later a 
vaginal discharge of dark clots set in which continued for 10 days. 

On May 3oth she had two further attacks of abdominal pain, 
more violent than the last, and referred especially to the right side. 
This pain she stated increased with each spasm, she felt faint, her 
hands and feet became cold and her face and lips white, and the 
abdomen became tender. Several of these attacks occurred during 
the night and if she turned on her right side the change of posture 
brought on an attack. 

On May 31st the patient felt ill all day, but had only two attacks 
of pain, one severe and one slight. On June 3rd she got up for 
one hour, felt weak and had pain referred to the rectum; she 
remained up longer each day and came for consultation on June 
1oth. 


Examination in consulting room. The patient was anemic, 
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otherwise her general condition was good. Heart, lungs and 
kidneys were normal. No breasts signs of pregnancy. The pelvic 
examination showed no discoloration of vagina or softening of 
cervix. On bimanual examination uterus was found normal in 
size, shape and position with a tender swelling to the right side 
about the size of a tangerine orange. The left Fallopian tube and 
ovary were appzrently healthy. A diagnosis of ectopic gestation 
was made. 

Operation, June 11th, 1924. The abdomen was opened in the 
mesial line and the peritoneal cavity found to contain free blood 
and blood clots. The intestines were packed off with two large 
swabs. The right ovary presented the appearance of a hemor- 
rhagic mass about the size of a tangerine orange. The right 
Fallopian tube was perfectly normal and quite separate from the 
mass. <A clamp was applied to the ovarian and infundibulo-pelvic 
ligaments and right odphorectomy periormed. The left ovary and 
Fallopian tube were now inspected and found normal. The 
abdomen was then closed. The patient made an uneventful 
recovery. 

PATHOLOGICAL REPORT. 

Macroscopic Description.--The specimen had the appearance 
of a solid, oval, darkly coloured mass of blood-clot, measuring 
3cms. in its transverse and 3.75cms. in its longitudinal diameter. 
It was firm in consistence and appeared to be covered in part by 
a thin shiny membrane. This membranous layer was continuous 
above, with a hard, white, finely lobulated mass, the ovarian tissue. 
The surface of the mass was smooth where covered by the 
membrane, but where this layer ceased it became more irregular 
and fibrinous-like tags were present at one part. With the 
exception of the white fibrous area, the tissue was of a dark 
red-brown colour. No part of the Fallopian tube was visible. A 
section was made through the clot-like tissue into the fibrous 
area so as to leave the latter to act as a hinge for the two halves 
of the specimen. When opened in this fashion the dark red tissue 
occupied about three-quarters of the entire specimen, the remain- 
ing Quarter being composed of a dense white tissue (ovary) in 
which lay an elongated, chrome-yellow coloured body, 2.25 cms. 
long by 0.5 cms. wide. This body had a slit-like centre, around 
which the folded, or plicated-looking, yellow coloured wall was 
arranged. The cut surface of the clot-like tissue varied in appear- 
ance. In places it was of a spongy consistency, owing to the 
trabeculated nature of the tissue. The dark red colour persisted 
throughout. 

Microscopical Description—The tissue composing the dark 
mass was mainly blood clot containing numerous chorionic villi. 
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Little or no attempt at organisation of the mass was noticed. The 
chorionic villi varied greatly in size, some were well-preserved, 
others had undergone complete hyaline degeneration. The 
healthy villi were clothed with well-nucleated Langhan’s cells and 
vacuolated masses of bands of syncytium. These foetal cells 
showed considerable proliferation, occurring as isolated masses 
and strands throughout the blood clot. Syneytium was also seen 
in some of the blood-vessels. A thin oedematous layer of fibrous 
tissue formed a partial covering to the clot, and a laver of similar 
tissue separated it from the corpus luteum. 

The Corpus Luteum.—This body was separated from the blood 
clot by a narrow band of oedematous and vascular connective 
tissue. In this tissue there appeared strands of elongated and 
stellate cells with vesicular, darkly stained nuclei. Their bodies 
showed small vacuole-like spaces, and hemorrhage occurred 
among them. With Van Gieson these cells stained brown in 
contrast to the pink-staining fibrous tissue. They formed columns 
in places and seemed to merge into the luteal cell masses. In 
addition to the cells described, another tvpe was noticed. These 
appeared, both in the fibrous tissue surrounding the corpus luteum 
and also in the tissue strands permeating that organ. The cells 
appeared singly and in groups. They stained deeply with eosin, 
had very dark staining spherical or slightly oval nuclei, and their 
bodies were mostly cubical in shape. They reminded one some- 
what of the cell-islands of the pancreas. No connection between 
these islands and the luteal cells could be made out. In places 
they tended to become fused together into svnevtial-like areas (but 
differing from syncytium in the larger size of their nuclei). In 
some of the vessels in the vicinitv, small masses, composed of 
cells similar to those described, were seen. The centre of the 
corpus luteum was occupied by oedematous fibrous tissue containing 
numerous hemorrhages. From this central core numerous pro- 
longations extended in between the luteal cells and became united 
externally with the surrounding tissue. In the luteal tissue, small 
globules, of a colloid appearance were noticed (staining a vellowish 
brown with Van Gieson, an orange-pink with eosin, and dark 
red with Scharlach R.). These globules were present both in the 
cells themselves and in the intervening tissue spaces. They 
varied in size owing to fusion. The luteal cells showed well- 
marked vacuolation. In frozen sections stained for fat they were 
seen to contain numerous fine dark red granules. The ovarian 
stroma in which the corpus luteum lay, consisted of well-nucleated, 
dense fibrous tissue. In the part farthest away from the preg- 
nancy this stroma was extremely vascular and oedematous. At 
one part a septic hemorrhagic focus was present, True decidual 
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changes were not observed, though many of the cells were swollen 
up to a considerable degree. No tubal tissue could be found in 
any of the sections. 

The presence of the peculiar cell islands of this type does not 
appear to have been recorded before | We have noted such cells 
in another human corpus luteum, which is probably menstrual, but 
in two other corpora lutea of ovulation no such cells were noted. 
Moreover, we have not noted such clearly defined cell areas in 
any of the lower mammals, such as the pig, cow, rat, and mouse, 
and they have not been recorded in the duck-billed platypus. Van 
der Stricht,! in his work on the corpus luteum of the bat, figures 
interstitial cells which most resemble these islands of the human 
corpus luteum. It should be noted that Van der Stricht’s inter- 
stitial cells contain masses of fat granules which were not present 
in the cell islands in either of the two human examples we studied. 
The individual cells of the islands seemed to be different from the 
well-known swollen cells of atretic follicles, being more eosinophil, 
and the nuclei more sharply defined, and we are still much in 
doubt as to the true origin and nature of these peculiar cells. 

The presence of colloidal globules is of special interest in view 
of the modern work on the so-called serous and lipoid periods of 
secretion of the corpus luteum. Similar colloidal globules are 
known to occur in the Australian ant-eater (Echidna), where thev 
have been noted in one regressing corpus luteum ; it was concluded 
that the colloidal globules were especially marked because the 
degeneration of the vascular system of the corpus luteum had 
prevented the drainage away of these globules. In the same wav 
such colloidal droplets which do not seem to have been recorded 
before in the human, only appear in this example, possibly because 
of the congested conditions brought about by the abnormal sur- 
roundings of the corpus luteum. These droplets fix and stain in 
exactly the same manner as those already noted in Echidna by 
J. P. Hill and Gatenby2 The general appearance of this corpus 
luteum is firm, and regression cannot properly be said to have set 
in, the theca externa columns are not particularly noticeable, while 
most of the luteal cells are plump, and as has been mentioned 
above, contained many luteal (fatty) granules. 

The size of this corpus luteum (2.25 cms. by 0.5 cms.) is not 
large when compared with some of the menstrual corpora lutea 
already recorded. One menstrual corpus luteum, described by 
Solomons and Gatenby,? was 1} by 13cms., and in the case of 
another sub-spherical corpus luteum the size is nearly 2cms. in 
diameter. 

The minute cytology of the corpus luteum, which is the subject 
of this present paper, could not be investigated successfully because 





Fig. 2. Portion of the corpus luteum showing 


secretion globules. 


All the microphotographs are of a magnification 


of 250 diameters. 
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Figs. 5 and 6. Vessels containing cells, having 
large nuclei and an alveolar arrangement as 


mentioned in the microscopical description. 








Fig. 7. Blood-vessel containing a small mass of 
syncytium. 


we 


Fig. 8. Portion of the peripheral part of the 


corpus luteum showing the spindle-shaped appear- 


ance of the cells. 
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the fixation was not suitable for this purpose. The exoplasmic 
areas of the luteal cells contained many vacuoles which were 
probably occupied by the fatty granules noted in the frozen sections. 

Ovarian pregnancies would appear, judging from the literature 
on the subject, to be a somewhat rare occurrence. Frankl* men- 
tions thirty cases, and several have been reported since then. In 
the present case it is interesting to note the very active state in which 
the corpus luteum appears to be, if one may judge from the 
appearance of the secretion globules and from the island-like cell 
groups. These cell groups, though occurring in corpora lutea of 
menstruation, do not show the same differentiation or apparent 
activity as in the case described. The varying appearance of these 
islands may help to distinguish between the corpus luteum of 
menstruation and that of pregnancy. 
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Endometrio-myoma of the Posterior Uterine Wall. 


By FRANcEs Ivens, M.B., M.S. (Lond.), 
Lecturer in Clinical Obstetrics and Gynecology, Univ.of Liverpool ; 
Honorary Gynecological Surgeon, Stanley Hospital, Liver- 
pool; Honorary Surgeon, Liverpool Maternity Hospital. 


THIS specimen, which is a rather unusual one, was removed by 
supravaginal hysterectomy from an unmarried lady aged 32 in 1922. 
The patient gave a history of family tuberculosis, but had herself 
been healthy apart from two rather acute attacks of abdominal pain 
in childhood. In 1916 she had scarlet fever followed by some 
ulceration of the cornea and leucorrhoea. 

In 1922, about eight months before I saw her, the periods became 
profuse and too frequent, lasting six days and recurring every 14 
to 21 days. They were accompanied by pain and the passage of 
clots. The temperature occasionally rose to 101°. There was 
constipation and some abdominal discomfort. 

On examination the uterus was retroverted, slightly enlarged 
and not very mobile. | thought a small fibroid might be present, 
or that the patient might have chronic appendicitis. | recom- 
mended operation. 

The slightly enlarged uterus was retroverted, and the posterior 
wall adhered to the rectum at the site of a dark hemorrhagic 
swelling in the uterus which was the size of a large acorn. The 
Fallopian tubes were thickened and adherent to the ovaries. One 
contained an accessory ostium. The bladder and both round 
ligaments were thicker than normal. The appendix was normal. 
After separating the adhesion to the rectum, I removed the uterus 
by supravaginal hysterectomy together with the right Fallopian 
tube and ovary. 

The patient made a good recovery, was able to resume her 
occupation in about two months, and has had no further trouble. 


PATHOLOGICAL REPORT BY Mrs. BARTON HALL. 


A subperitoneal nodule half an inch in diameter is present in 
the centre of the posterior wall of the uterus. 

On section it is found to be a single cyst containing blood-clot 
and surrounded by dense tissue, 

The uterine wall is thickened but otherwise normal. The right 
Fallopian tube contains an accessory ostium, 





Endometrial tissue. (High power.) 








Uterus and right appendages. Posterior view.—Cystic 


endometrio-myoma of posterior uterine wall.--Accessory 
tubal ostium. 
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Microscopically. 

The cyst is lined by cylindrical epithelium, surrounded by a 
cellular stroma identical with that of the endometrium. Smaller 
glands resembling uterine glands are seen lying in the stroma. 

The cystic space is almost completely filled with blood, as are 
some of the smaller glands. A mass of dense fibromyomatous tissue 
is seen lying deep to the cyst. 





A Note on the Technique of the Radical Operation for 
Carcinoma of the Cervix Uteri. 


By Comyns BERKELEY, M.A., M.C., M.D.(Cantab), F.R.C.P.(Lon.), 
Gynecological Surgeon to the Middlesex Hospital; Senior 
Surgeon to the Chelsea Hospital for Women. 


One of the most important points in the technique of the radical 
operation for carcinoma of the cervix is, as far as possible, the pre- 
vention of hemorrhage. Women suffering from this disease are, 
as a rule, anemic from loss of blood, and many of them markedly 
so. Even with the greatest care the operator can exercise, a 
considerable amount of blood is often lost, most of it from a 
continual oozing which is very difficult, and at times impossible, to 
control until the final stages of the operation. The operator, 
therefore, while securing all the bleeding vessels he can from the 
start of the operation, since before its completion every drop of 
blood may be of great value, should so plan the operation that 
those steps in it which are most likely to lead to bleeding, and which 
may be difficult to arrest, are postponed as long as possible. 

The great and immediate danger to patients who have been 
subjected to this operation is shock, and although I have been able 
to reduce the severity of this shock very markedly with the aid of 
spinal anesthesia combined with that of ‘‘ open ether,’’ neverthe- 
less the shock, especially in the more advanced cases which are 
mostly those one has to deal with, is always considerable and at 
times very marked. This shock is due to several factors: the age 
of the patients, most of whom are over 50 years of age, the previous 
loss of blood, the radical nature of the operation, the toxamic 
condition of the patient due to septic discharges, the time taken 
over the operation, and the loss of blood during its performance. 

It at times happens, and especially when the growth is advanced, 
that troublesome and, considering everything, even dangerous 
bleeding, occurs during the terminal stages of the operation, con- 
cerned with the stripping of the cellular tissue, and the removal of 
the lymphatic glands from the obturator fossze and elsewhere. 
The large veins which run parallel and outside the edges of the 
sacrum, and which are directly continuous with the internal iliac 
veins, and the obturator veins, are especially difficult to secure if 
accidentally torn and may bleed furiously. If, therefore, there has 
been any considerable loss of blood earlier in the course of the 
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operation, such additional loss at the end may make all the difference 
between death and recovery. 

From the written descriptions of the operation that I have 
read, and always when I have seen other surgeons performing the 
radical operation, it appears to be the usual custom, early in the 
course of the operation, to separate widely the bladder from the 
supra-vaginal cervix and vagina, and to ligature the uterine vessels 
and to isolate the ureters in their course round the supra-vaginal 
cervix into the bladder. 

The most troublesome bleeding likely to occur during the 
operation, since the division of the two vessels already referred to 
is not an essential part of the operation, comes from veins in the 
neighbourhood of the uretero-vesical junctions and from the 
divided branches of the plexus of uterine veins which run above 
and especially below the ureters. The divided vessels running 
under the ureters are on occasions very difficult adequately to 
secure; much time may be taken in arresting the bleeding, and 
perhaps this may be impossible till the growth is removed. It 
may thus happen that there has been more or less continual and 
perhaps serious oozing from early in the operation ; and, moreover, 
on top of this much bleeding may occur towards its end in the 
circumstances detailed above. 

I have found that most of the necessary bleeding due to separa- 
tion of the bladder, division of the uterine veins, and isolation of 
the ureters can be postponed till later in the operation, with a 
consequent advantage, by reversing the usual procedure and separ- 
ating the rectum first instead of last. 

I find the best way to separate the rectum is to pass a pair of 
Spencer-Wells forceps between the ureter and the posterior layer 
of the broad ligament just as this leaves the side of the cervix. The 
blades of the forceps are then separated and through the hole made 
by the withdrawal of the instrument the index finger is inserted 
and the lateral attachments of the rectum easily separated, this on 
each side. With the index finger protecting the ureter the peri- 
toneum is then divided with scissors as far as may be necessary. 
The uterus is now pulled forward and the peritoneum at the bottom 
of Douglas’s pouch, having been picked up, is cut through with 
scissors. The plane of cleavage between the rectum and vagina in 
the middle line having been found, it is readily joined with that 
already made at the sides and the separation of the rectum is, as a 
rule, easy and bloodless. This method of separating the rectum 


has also the advantage of minimizing the risk of opening the 
rectum at the sides, or of including a lateral portion in the clamp 
when fixed across the vagina, an accident that may have happened 
to any surgeon who has had much experience of the operation. 





BOOK REVIEWS. 


‘« Practical Obstetrics.”” By E. HastinGs Twerrpy, G. T. WRENCH, and 
BETHEL SOLOMONS. Oxford Medical Publications. Fifth edition. 21/-. 
This text-book was first published seventeen years ago and now appears 


in its fifth edition. The senior author has had the assistance of Dr. Bethel 
Solomons in the preparation of the most recent issue. Most readers of the 
Journal must be familiar with the general treatment of Midwifery in this 
well-known manual : detailed description is therefore unnecessary. Certain 
alterations and additions have been introduced in the light of modern 
progress, but the chief characteristics of the work remain unchanged. The 
salient feature which has earned it popularity is the fact that the art of 
the accoucheur is treated as a practical subject, and explicit instructions 
are given for the performance of any procedure which is recommended. 

The chapters on the management of a normal confinement in a patient’s 
own home are admirable in their concise and orderly description of routine. 
The Rotunda Hospital teaching, embodied in the sections which deal with 
the diagnosis and treatment of complicated labour, bears the stamp of 
authority. Especially valuable is the exact description of the treatment of 
eclampsia by the Dublin method. 

But certain unorthodox views might prove a stumbling block to a 
student preparing for a British examination in Midwifery. A few examples 
in support of this contention may be quoted. In discussing the differential 
diagnosis between primary and secondary inertia Dr. Tweedy writes on 
page 332: ‘‘ Secondary uterine inertia, on the other hand, is accompanied 
by the signs of obstructed labour. Bandl’s ring is dangerously high, the 
pains almost tetanic in nature, the abdomen is tender, the pulse is fast, the 
temperature raised, the mouth dry, and the patient is anxious and fearful. 
Treatment of secondary uterine inertia : Deliver as soon as possible after the 
symptoms of obstruction appear.’ It is obvious that the author is not 
applying the term secondary inertia in its usually accepted meaning, but 
elsewhere in the text he remarks: ‘“‘ What then becomes of the teaching 
which condemns forceps as a means of delivery in the presence of uterine 
inertia? Much unnecessary suffering and harm have resulted as a conse- 
quence.’’ The reader is left in a state of uncertainty as to what the author 
does mean, for no one would condemn forceps in what would be more 
customarily described as ‘‘ threatening tonic contraction.” 

For the control of post-partum haemorrhage, ‘‘ bimanual kneading ” 
with one hand inside the uterus is recommended, and insufficient attention 
is drawn to the valuable procedure known as ‘ bimanual compression.” 
British obstetricians consider that effective compression of the empty uterus 
should be regarded as the great stand-by in this emergency and tliat pro- 
longed intra-uterine manipulation produces shock and uterine atony. 

Again in the treatment of white asphyxia the authors advise Schultze’s 
method of artificial respiration followed by stimulation of a cold bath if 
the skin becomes pink, 
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An Appendix contains an analysis of the Rotunda Hospital statistics 
for 1903-10, and another article, which is also mainly of historic interest, on 
eclampsia. In this article the original treatment of eclampsia, as published 
by Dr. Tweedy in 1896, and by Stroganoff in 1897, are summarized in 
parallel columns. The history of a past controversy is not practical 
obstetrics. 

The science of Obstetrics owes a great debt to the Dublin School, and a 
reader of discrimination and experience could not fail to find much of 
interest in this work, but we would recommend the student to rely upon 
one of the excellent British text-books which are available. A. J. M. 


‘“‘ Midwifery Mechanics.’’ By Lieut.-Colonel A. BUCHANAN, I.M.S. Oxford 
University Press. Price 7/6 net. 

Dr. Buchanan is so impressed with the difficulties he believes the 
Mechanism of Labour presents to students that he has been led to devise 
some simple mechanical scheme by which the movements of the head and 
trunk of the foetus can be represented in such a way that they will be 
understood easily by students. For this purpose he supplies what he 
believes to be the missing link, namely, what he terms the pivot points. 
These are respectively the pivot point of the head and the pivot point of 
the pelvis. The first corresponds to the cranio-vertebral joint and the 
second to a point at or near the centre of the subpubic arch. He sets out 
to prove that the bringing of these pivot points together will not only 
remove many of the difficulties which beset the student in mastering the 
intricacies of the mechanism of labour, but will also render much simpler 
and safer the practitioner’s treatment of cases of difficult cephalic deliveries. 

In the author’s opinion the description of the mechanism of labour to be 
found in the ordinary text-books is far from satisfactroy and there are many 
discrepancies to be discovered. No doubt this is to some degree true, and 
we think that it is largely due to the fact that the student is not taught to 
regard the description of the so-called mechanism of labour as a means of 
describing what is, after all, only the actual accommodation, during its 
passage through the pelvis, of the varying diameters of the foetal body to 
the varying diameters of the mother’s pelvic canal. The fact that the two 
bodies to be accommodated are of varying shape and dimensions complicates 
the matter, but if the student is taught as he should be that any one of the 
arbitarily-named movements in the mechanism is only a means of accom- 
modating the passenger, as the foetus is sometimes termed, to the passage 
or the pelvis, then much of the difficulty will be overcome. It is probable 
that the insistence of the author on the importance of procuring whenever 
possible the rotation of the back of the child to the front and therefore an 
occipito anterior presentation, whether of the forecoming or aftercoming 
head, the ultimate outcome of this thesis that the pivotal points must in 
all possible circumstances be made to correspond, will prove of assistance 
to the student, both in his study of the mechanism of labour, and to the 
practitioner when he is called upon to deal with such a condition as an 
unreduced occipito posterior or a persistent mento posterior presentation. 

No doubt this work of Dr. Buchanan will meet with due attention on 
the part of midwifery teachers although we doubt whether in its present 
form it will meet with favour from the average student; he probably will 
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require the teaching to be put to him in a much simpler form by his 
teachers if he is to benefit therefrom. 

We think the author is a little hard on the midwifery forceps. He 
quotes with approbation Mr. Comyns Berkeley’s remarks on this instru- 
ment, and no doubt it is abused; one has only to study the statistics of 
lying-in hospitals to find how seidom in properly conducted midwifery 
practice it is really required, but the author is misleading when in the 
same connexion he quotes without qualification the fact of 23,000 mothers 
losing their lives in childbirth in the United States in 1918, as the failure 
of the practitioner to recognize an occipito anterior from an occipito 
posterior presentation was the direct cause of this appalling mortality. 
We all of course know that this is not so. 

The author is right when he says there is something wrong with the 
teaching of midwifery, but we fear bringing the pivotal points together is 
not going to remedy this grave defect; the cause is a much more deeply 
seated one and has to do with the very inadequate clinical teaching of the 
subject in this country at the present time. G. B. 


** Reminiscences of an Old Physician.’? By Ropert BeLt, M.D., F.R.F.P.S. 
John Murray. 1924. Price 16/- net. 

The author of these reminiscences is well known as one of the “ free 
lances ” of the Medical Profession. His professional career has been both 
varied and stormy, and in consequence his recollections are full of interest. 
A retentive memory and a fluent pen have enabled him to present the story 
of his life in a form which is unquestionably attractive. A keen fisherman 
all his life, he has a fund of good angler’s stories, and it would appear that 
his anecdotal equipment is of a high order. 

For 25 years he was Physician to the Glasgow Hospital for Women, and 
indeed was one of the members of its original Staff. -Dr. Bell has, however, 
throughout his career declined to submit to any restriction of his activities, 
and it is not easy to gather from the many subjects to which he has devoted 
his attention, which of them he would consider peculiarly his own. 

Sanitation engaged his early attention, and it appears that he is the real 
inventor of the contrivance known as “ Buchan’s trap,” although a Glasgow 
plumber appropriated the idea and patented it. He was the first to devise 
a method of micro-photography (1872), he introduced new methods of treat- 
ing diphtheria and smallpox, he found that tuberculosis could be cured by 
the adininistration of calcium chloride, that rheumatism and gout were 
identical ailments, and were due to the “ presence of urates in the blood,” 
which became deposited in parts of the body which had been cooled below 
a certain point. In the field of gynecology he found that inflamed adnexa 
-ould always be cured by the use of ichthyol tampons, rendering operation 
ymnecessary. He shows a microphotograph of blood in which the red cells 
are said to be ‘‘ deformed,’ and this is an indi¢ation of a “ highly neurotic 
condition ”’ of the patient. Incidentally Dr. Bell showed (in the ’80’s) that 
Newton’s theory of gravitation was wrong, and he also at this time invented 
a perfect system of ventilation of railway carriages which maintained in 
cach compartment a temperature of 80° at the feet, 70° at the hands, and 
65° at the head under all conditions of weather. The railway companies 
unfortunately refused to take the matter up. 
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In late years Dr. Bell has been a strenuous advocate of non-operative 
methods of ‘curing’? cancer, and has been in sharp conflict with the 
General Medical Counciland the Imperial Cancer Research Fund on the 
subject. 

The incident which leaves the reader with the most disagreeable feeling 
is that Dr. Bell accuses the late Sir Andrew Clark, when President of the 
College of Physicians, of having plagiarized one of his articles on constipa- 
tion. 

Had Dr. Bell, in his youth, been trained in methods of scientific research, 
and had he ever been granted grace to question the accuracy of his own 
conclusions, reached with such alarming facility, he might perhaps have 
been something more than a “ voice crying in the wilderness.” ‘I’. W. E. 


‘Medical Education. A Comparative Study.” By ABRAHAM FLEXNER. 

The Macmillan Company, New York. Price $2.50. 

In this book of 300 pages Mr. Flexner sets out the results of his personal 
enquiry into the schemes of medical education in practice in the various 
countries of Europe, in Canada and in the United States, tracing their 
development and achievements, and testing each, by his high standard. 
For most readers in this country the chief interest in such a study is to 
see how our own methods come out of so searching a critical survey. On 
the assumption that our conception of the function of medical education is 
to turn out good practising doctors, he has little but praise to record for the 
“logical sequence ”’ in which the subjects of the curriculum are presented, 
and for the stress laid upon the early introduction of our students into 
practical work in wards and out-patient departments. But his own view of 
medical education is that Medicine is but a branch of Science and should be 
taught from an Academic point of view with the same university standard 
maintained throughout, as in any other science faculty. Hence his com- 
mendation of the recent establishment of clinical units in various English 
Medical Schools, and his desire to see their number increased. He is fully 
alive to the financial difficulties of any rapid extension in this direction, 
and no less to the shortcomings of some of the Continental Schools built up 
entirely on the university plan. 

So little has been written on the subject in English that one welcomes 
this able survey as calculated to arouse interest in the question at a time 
when educational methods are a matter of controversy, and as providing a 
ready source of information on matters of fact for those who are closely 
concerned with the organization of medical schools in the United Kingdom. 

FE. PEARCE GOULD 


““ A Handbook of Midwifery.’”? By CoMyns BERKELEY, M.C., M.D., F.R.C.P. 
Sixth edition. Published by Cassel & Co., London. pp. 578. Price 8/6. 


O/ 


Mr. Comyns Berkeley’s valuable Handbook of Midwifery is so well 
known and appreciated that it needs no recommendation, but the sixth 
edition will be heartily welcomed by all nurses and midwives, containing 
as it does valuable revised chapters on Artificial Feeding and Premature 
Children, and useful additions en Antenatal Hygiene. 

This book can be highly recommended to all pupil midwives. A. C. 
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““ Woman’s Health and Happiness.’’ By Crci, WEBB-JOHNSON, M.B., Ch.B. 
Published by Methuen & Co., London. pp. 237. 


Dr. Cecil Webb-Johnson rightly says that woman has never been treated 
fairly by male writers, and apparently tiring of seeing her either patronized 
or belauded, sets out to treat her as an equal and to view her impartially 
as one of the other half of the creation. It is refreshing in an age when 
our daily papers abound with the intimate details of unsuccessful marriages 
to be reminded of the thousands of happy households which attract no 
attention. One doubts whether ‘“‘ complete happiness ”’ is possible to either 
man or woman, but one hopes that Dr. Webb-Johnson, whose intentions 
are undoubtedly of the best, does not labour under the delusion that women 
are on the whole more unhappy than men, which, although it might have 
been the case thirty or fifty years ago, is certainly not true to-day. 

One quotation in this book would seem to provide a simple and possibly 
sound solution for most of the human problems. ‘‘ My advice to lovers 
who have lost the joy of their love is to make quite sure that ill-health is 
not the hidden enemy. Most people, in my experience, are good-natured 
and happy when they are well.’”’ In order to attain happiness and good 
health Dr. Cecil Johnson in his book has given women much useful advice, 
much of which might be adopted by men with satisfactory results. 


“Health and Psychology of the Child.’”? Edited by ELizapetH SLOAN 
CHESSER, M.D. Published by Heinemann Ltd., London. pp. 302. 
Price 7/6. 

This excellent book is concerned with environment and the study of 
human nature and represents a valuable collection of papers by different 
experts on child study, including Dr. Eric Pritchard, Dr. Hector Cameron, 
Lady Baden-Powell, and Sir Bruce Bruce-Porter. 

The practical attitude adopted by some of the writers towards their 
subject makes the book a valuable contribution to the literature on Child 
Psychology, and of undoubted usefulness to the general reader. As it con- 
tains the varied views of men who have a very varied experience of children 
it will doubtless make a wide appeal to the general public. 

There is a valuable foreword by Sir Maurice Craig who refers to it as a 
‘book written to help parents to understand their children,” and again as 
a book which should make a lighter task of attaining the necessary know- 
ledge of all that it is necessary for a parent to know. ‘‘ The more we 
understand about life the more perfect should life become,’’ and ‘“ in 
learning to help our children we learn to help ourselves.” 

This book, by supplying a varied knowledge of child life, should be read 
by all parents and those who have the teaching or guardianship of children. 

There are good chapters on the Physical and Psychological Aspects of 
Adolescence, Music and Education, the Endocrine Glands and Vitamines, 
and a specially useful article to parents on Mothercraft by Viscountess 
Erleigh. 
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THis Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the “ Journal 
of Obstetrics and Gynecology of the British Empire ’? exchanges :— 


British—The Lancet ; British Medical Journal; The Hospital and Health Review : 
Medical Science: Abstracts and Reviews. 


Canadian.—The Canadian Medical Association Journal; Bulletin Medical de 
Quebec. 


Australian.—Medical Journal of Australia. 
South African.—Medical Journal of South Africa. 


American.—American Journal of Obstetrics and Gynzcology ; The Journal of the 
American Medical Association; Surgery, Gynaecology and Obstetrics 


French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et Gynécologie de Paris; Revue de Gynécologie et de Chirurgie 
Abdominale. 


Belgian.—Bruxelles-Médical. 
Italian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e Ginecologia. 


German.—Zeitschrift fiir Geburtshiilfe und Gynakologie ; Archiv fir Gynakologie ; 
Zentralblatt fiir Gynikologie; Monatsschrift fiir Geburtshilfe und Gynakologie ; 
Miinchener Medizinische Wochenschrift. 


Scandinavian.—Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Buenos 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 
London: J. R. Forrest, DorotHy N, L. LEVERKUS, M.B., A. SPONG, 
F.R.C.S., F. E. Taytor, F.R.CS. 
Leeds: A. GouGu, F.R.C.S. 
Liverpool: ROBERT A. HENDRY, F.R.C.S. 
Sheffield: W. W. KING, F.R.C.S. 
Glasgow: JANE H. FiLSHiL., JAMES HENDRY, M.D. 
Sydney: T. FARRANRIDGE, M.B. 


Lancet. 
Vol. ceviii, January 3, 1925. 
*A case of extreme malformation of the uterus associated with periodic 
pain. Frank Cook. 
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January 10, 1925. 
Venereal disease in men and women. A study of age incidence. Douglas 
White. 
*Feeding of the abnorinal baby by the so-called Truby King methods: a 
review of 39 cases. Mildred M. Burgess. 
January 24, 1925. 
“Breast disease and the demodex folliculorum. Helen Chambers and 
Milicent Somerset. 
January 31, 1925. 
*A study in infant feeding. Food requirements of infants. Donald Patti- 
son and Ruth Darby. 
February 7, 1925. 
The prevention of a high maternal mortality from puerperal sepsis. Edith 
Cassie. 
February 14, 1925. 
Breast disease and the demodex folliculorum in animals (illustrated). 
Frederick Hobday. 
February 28, 1925. 
*Rupture and avulsion of the uterus at the time of labour. Cases which 
recovered without operation. Herbert Spencer. 
March 7, 1925. 
Large uterine fibroid removed during pregnancy. W. Wryer. 
March 14, 1925. 
A study of twins in health and disease. George Murray. 
The anatomy of twins. (Annotation.) 
The treatment of replacements of the uterus. (Special Article.) Bright 
Banister. 


* 


March 21, 1925. 
*Post-partum avulsion of the uterus. Herbert Spencer. 


A Case of Extreme Malformation of the Uterus associated with Periodic Pain. 
Here the right ovary was considerably elongated and about twice the size 
of that on the left side. The right Fallopian tube was patent as far as a 
point near the internal abdominal ring, where it was closely attached to 
the round ligament; it thence turned as a narrow solid band to cross the 
posterior surface of the bladder and reach its fellow of the opposite side. 
On the left side was situated a spherical tumour, rather less than a golf ball 
which was a rudimentary uterus. Sections are shown and a diagram given. 


Feeding of the Abnormal Baby by the so-called Truby King Methods One won- 
ders why so-called Truby King methods, as feeding by humanized milk 
was in vogue long before special attention was drawn to it by Dr. Truby 
King. The author of the article states that she is forced to the conclusion 
that there is something more in human milk than is expressed in its 
percentage formula and caloric value, and that until we find a fat that can 
be tolerated by the infant we are doing incalculable harm to the infant 
population by working on a strict adherence to percentage feeding. The 
paper is a description with analysis of 39 cases so treated. 


A Study in Infant Feeding. An instructive article in which the authors 
give their results. They give the actual amount of food necessary (1) in 
normal infants, (2) in wasted infants, using breast milk, dried milks and 
ordinary cow’s milk. For each infant they recommend a teaspoonful of 
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cream or cod-liver oil emulsion three times a day, and state that the amount 
should not exceed 24 oz. of fluid per pound body-weight per day. 


Breast Disease and the Demodex Folliculorum. The authors state that breast 
disease in England is often associated with the presence of an acarus 
which lives at the orifice of the nipple, and that it is prevalent apparently 
irrespective of the social class or personal habits of the patient. They 
mention that Bruel suggests that this parasite may be one cause of malig- 
nant disease of the breast. They have examined 63 cases of different 
diseases of the breast and found acarus in 37. The acarus was present in 
26 cases out of 46 cases of carcinoma of the breast. 


Rupture and avulsion of the uterus at the time of labour. Recovery 
without operation. An extremely interesting paper in view of the recent case 
before the Court of Appeal. The author shows how very fragile both the 
uterus and vagina is, and is able to give seven recorded cases. It must be 
borne in mind also that these are not cases which are readily reported—the 
percentage reported must be a very small one. Dr. Spencer is able to 
mention one other case in a further communication to the Lancet of March 
2ist. 


The study of twins. This is the presidential address given by Professor 
Murray before the Manchester Medical Society. Prof. Murray brings out 
many interesting facts and details, and the article must be read to be 
appreciated. He supplies a bibliography. 

In the same number of the Lancet there is an annotation on the address 
at page 560. A. SPONG. 


British Medical Journal. 
No. 3340, January 3, 1925. 
*Ovarian cyst complicating labour. Norman Porritt. 
January 17, 1925. 
Chronic pelvic pain in relation to neurasthenia. Ranken Lyle. 
January 24, 1925. 
*Concealed accidental hamorrhage. T. H. Richmond. 
January 31, 1925. 
Sex ratio and its control. (Leading Article.) 
February 7, 1925. 
Cutaneous gonococeal infection. A. Neave Kingsbury. 
February 14, 1925. 
“How interference in labour may be lessened by examination during preg- 
nancy. John S. Fairbairn. 
March 7, 1925. 
*The antenatal clinic. Guy Billingham Smith. 
March 14, 1925. 
“Ovarian tumours complicating pregnancy, labour and the puerperium. 
Herbert Spencer. 
Practical points on pelvic pain. A. E. Chisholm. 
*Case of avulsion of the parturient uterus. Francis J. Buildon, 
March 28, 1925. 
*The prevention of puerperal morbidity and mortality. An experimental 
study in clinic.! obstetrics. Frances Ivens. 
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Ovarian cyst complicating labour. Porritt reports a case in which he 
operated where an ovarian cyst had been ruptured during forceps 
extraction; the vagina had been also ruptured, the fingers in the vagina 
passing straight into the abdomen amongst the bowels behind the uterus. 


Concealed accidental hemorrhage. Richmond describes one case in which 
he performed Cesarean section. Stating that to empty the uterus per vias 
naturales endangers the patient’s life from post-partum haemorrhage, he 
considers that Caesarean section is the method of treatment as the post- 
partum hemorrhage can be controlled by direct compression or even 
hysterectomy can then be performed if other methods fail. 


How interference in labour may be lessened by examination during pregnancy. 
The title describes the scope of an address delivered at Swansea. Fairbairn 
says that the chief aims of supervision should be: (1) Maintaining health 
of body and mind in pregnant women. (2) Preserving the pregnancy to 
full-time. (3) Foreseeing and avoiding preventable difficulties in labour. 
(4) Preparing the mother for the nursing and care of her child and generally 
educating her in regard to her own health and that of her family. 


The ante-natal clinic. A description of the workings of the Salomon 
Infant Welfare Centre at Guy’s Hospital. The author, who admits a certain 
lack of faith in the first instance, feels certain that the establishment of 
these centres has already proved of great value and that they will enable, 
in the future, the many difficult problems that still confront practitioners 
in obstetric practice to be worked out. He also refers shortly to the treat- 
ment by Ceesarean section of cases complicated by heart disease, particu- 
larly mitral stenosis and auricular fibrillation. He has performed the 
operation in several cases and will not hesitate in future in cases where 
the risks of labour appear to be such that death is likely to result. 


Ovarian tumours complicating pregnancy, labour, and the puerperium. This 
article supplements the Lettsomian Lectures delivered by the author in 1920. 
In the first series there were 55 cases, and in this series a further eight, 
the mortality for the 63 ovariotomies being 3.1 per cent. His present feel- 
ing is strongly against the advisability of operating in these cases in the 
second half of pregnancy, except at term or during or after labour, and for 
parovarian cysts in the pelvis Caesarean section may be advisable, though 


Case of avulsion of the parturient uterus. Dr. Buildon describes a case to 
which he was called in consultation where the uterus was completely 
avulsed. No operation was performed, and ten days later the patient was 
removed to hospital; she had developed a fecal fistula. The woman left 
the hospital later having refused operation. 


Prevention of puerperal morbidity and mortality. The author describes his 
experiences in managing a small maternity home taking fourteen patients. 
Since 1920, 1,000 women have been admitted. One of the concltisions he 
arrived at was that latent or pre-existing infection, streptococcal, gonor- 
theeal, or coliform is responsible for a considerable percentage of cases of 
puerperal sepsis. A. SPONG. 
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The Medical Journal of Australia. 


March 29, 1924. (Supplement.) 
Transactions of Medical Congress, 1923. Section of Gynecology and 
Obstetrics. 
The anatomy of procidentia uteri. Maguire. 
April 5, 1924. (Supplement.) 
Transactions of Medical Congress, 1923. 
The differential treatment of prolapse of the uterus. Felix Meyer. 
The toxcemias of pregnancy with an analysis of 158 cases of eclampsia. 
Windeyer. 
Maintenance of lactation. Margaret Harper. 
The establishment of breast feeding. Truby King. 
The establishment and maintenance of breast feeding. Helen Mayo. 
The establishment and maintenance of breast feeding. Vera Scantlebury. 
The treatment of uterine tumours, innocent and malignant. Worrall. 
The treatment of gonorrhoea in women. Schlink. 
Some observations on the management of breech presentation. Duguid. 
Fibroid tumours complicating pregnancy. White. 
A preliminary note of the apparent synergic action between ergot and 
pituitrin. Jona. 


May 31, 1924. 

An interesting abdominal condition. Perkins. 
An unusual dermoid. Trethowan. 
June 7, 1924. 

A clinical contribution on internal migration and external migration of 


‘ 


the ovum and the importance of excising the intramural portion of the 
Fallopian tube in the operation of salpingectomy. Schlink. 
Chronic diseases of the cervix uteri with indications for endocervical 
enucleation and a new form of instrument for its performance. Schlink. 
June 28, 1924. 
Hydatidiform mole of the broad ligament. Burton Cleland. 
July 5, 1924. 
Puerperal septicaemia : some observations on its «etiology, treatment and 
prophylaxis. Taylor-Thomas. 
July 12, 1924. 
Ante-natal supervision. Brown Craig. 
August 23, 1924. 
Removal of both ovaries and persistence of menstruation. McArthur. 
September 20, 1924. 
Malignant disease of the uterus. Kynaston Couch. 
October 4, 1924. 
Placenta praevia in the earlier months of pregnancy; a note. Green. 
October 18, 1924. 
Posterior colpotomy. Donovan. 
Thrombosis and embolism. Morton. 
An out-door ante-natal clinic. Ridler. 
November 22, 1924. 
Malignant disease of the uterus. Wanliss. 
December 6, 1924. 
Blood pressure charts as an aid to diagnosis, prognosis and treatment in 
albuminuria of pregnancy and eclampsia, Windeyer, 
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December 27, 1924. 
The Cinderella of Medicine. Gifford Croll. 
January 24, 1925. 
The use and abuse of the uterine curette. Barrington. 
January 31, 1925. 


Puerperal haematoma. Hipsley. T. FARRANRIDGE. 


American Journal of Obstetrics and Gynzxcology. 
January, 1925. 

*The influence of diet on lactation. F. L. Adair. 

*Blood-stream infection treated with mercurochrome, 220 intravenously. 
E. B. Piper. 

“Unruptured interstitial pregnancy with anatomic and histologic report of 
an early case. J. C. Litzenberg. 

"The use of novocaine in obstetrics. M. P. Rucker. 

Ureteral stricture in obstetrics; with special reference to multiple abor- 
tions (renal) and to pyelitis of pregnancy. G. L. Hunner. 

*Two years’ experience with the combination treatment of surgery and 
radium rays in cases of carcinoma uteri. G. Seeligmann. 

The electro cautery in the treatment of lacerations and chronic infectious 
diseases of the cervix. H. E. Miller. 

Curettage without anzesthesia on the office table. H. A. Kelly. 

A case of true hermaphrodisin. J. C. Masson. 

*The elimination of eclampsia as a complication of pregnancy. G. B. Miller. 

“Interstitial pregnancy with the report of an unruptured case. W. E. Levy. 

A method for the aspiration of mucus in asphyxia neonatorum. I. A. 
Bunim. 

Report of a case of tabes dorsalis complicating pregnancy. R.N. Hamblen. 


Observations on trauma to the undilated but dilatable cervix. P, T. 
Harper. 


Collective Review.—__New Books. R. T. Frank. 
Selected Abstracts.—Birth injuries of the new-born. 
February, 1925. 

*A study of pneumonia in the stillborn and newborn. 
J. R. Meyer. 

*The control of eclampsia convulsions by intra-spinal injections of mag- 
nesium sulphate. B. H. Alton and G, C. Lincoln. 

*A preliminary report on the intravenous use of magnesium sulphate in 
puerperal eclampsia. E. M. Lazard. 

*Comparison of the results obtained after radical and conservative treat- 
ment of eclampsia in the obstetrical department of the John Hopkins 
Hospital. K. M. Wilson. 

Further studies of recurrent toxemia of pregnancy. F. S. Kellogg. 

The Wassermann test : 
D. L. Belding. . 

Two cases of myeloid leuceemia complicated with pregnancy : treated with 
topical applications of radium. J. O. Bower and J. H. Clark. 

Report of 224 cases of impetigo in the new-born. H. S. McCandish. 

Some observations on dysmenorrhcea at Goucher College. S. FE. 
Duyne. 


W. C. Johnson and 


the detection of syphilis in prenatal clinics. 


van 
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Recent advances in our knowledge of obstetrics and their bearing on 
obstetrics as a specialty. A. J. Skeel. 

Institutional antepartum methods applied to private practice. J. A. 
Harrar. 

Malignant endothelioma of perithelioma type in the ovary. E. F. Schmitz. 

Contractions of a non-pregnant multiparous human uterus. M. P. Rucker. 

A case of pregnancy with hymen intact. N. Schilling. 

Torsion of the pedicle of ovarian cysts. F. Helvestine. 

Collective Review.—Massive excision of subcutaneous fat—an analytical 
review of the literature and a report of eleven personal cases. A. P. 
Heineck. 

Selected Abstracts.—Congenital malformations. 

March, 1925. 

The correlation of uterine and tubal changes in tubal gestation. E. Novak 
and H. L. Darner. 

The conservative treatment of eclampsia. E. Speidel. 

Treatment of eclampsia by the Stroganoff method. H. J. Stander. 

The conservative treatment of eclampsia with report of cases. E. L. King. 

*The modified Scanzoni manceuvre in the treatment of vertex-occipito- 
posterior positions. A. H. Bill. 

Report of two cases of bicornate uterus with pregnancy—Cceesarean section. 
A. T. Jones. 

Report of a case of a large mucocele of the cervix following a supra- 
vaginal hysterectomy fourteen years previously. F. A. Cleland. 

The relation of extraneous disease and subsequent organic defects to the 
incidence of eclampsia. J. S. Lawrence. 

The anteposed uterus. F. Reder. 

Eclampsia in a patient with a duplex uterus and a single kidney. S. A. 
Cosgrove and E. G. Waters. 

Foreign proteins as adjuvants in the treatment of obstinate pelvic infec- 
tions. R. W. Mohler. 

Uterus septus with special reference to operative technique. W. Kerwin. 

Torsion of ovarian carcinomata. I,. S. Schwartz. 

X-ray in the prenatal diagnosis of foetal monstrosity. E. B. Andersen. 

Collective Review.--The obstetrical literature of 1924. J. P. Greenhill. 

Selected Abstracts..-Gynecological operations. 


The influence of diet on lactation. [t is somewhat remarkable that so little 
experimental work has been undertaken upon the question of the influence 
of diet upon lactation. There is a strong and almost universal belief 
amongst women in general that a nursing mother should take large meals 
of fats and carbyhydroids, but the statistical observations now published 
by Dr. Adair seem to show that there are little if any grounds for this 
belief. 

Four hundred nursing mothers were divided into five groups and given 
respectively the normal hospital diet, a high protein, a high fat and a high 
carbohydrate diet, and from these observations it was quite obvious that 
the nursing mothers ate more than necessary of both the high fat and high 
carbohydrate diets. This excess diet had no apparent effect on stimulating 
secretion, and is, as the authors note, not in accord with the common 
practice of pushing these two food factors during lactation. Certain later 
observations led the author to feel that a liberal protein diet has a 
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value in securing the maximum milk supply for nursing mothers, but he 
does not record the observations. 


Blood-stream infection treated with mercurochrome 220 intravenously. In this 
paper Piper records his experience with mercurochrome during the two 
years which have elapsed since his original article. He has somewhat 
increased his dosage and now gives from 30.0 to 35.0cc. He does not 
consider that the drug can cure all cases, but is satisfied that lives can be 
saved by this method which would have been otherwise lost, especially if 
treatment is undertaken early. In spite of reports of brilliant recoveries he 
utters a warning concerning the undoubted dangers of the procedure and 
protests against its promiscuous use. 


Unruptured interstitial pregnancy, with anatomic and histologic report of an 
early case. Litzenberg states that the interstitial form is the rarest type of 
ectopic pregnancy. Most attention has been paid in the past to the clinical 
rather than the anatomical features of these cases. Therefore, when this 
unusual case of an unruptured interstitial pregnancy came into his hands 
he decided to study it by means of serial sections. The patient was 42 
years of age and had had two children. She sought advice because of a 
slight ‘‘ show ” twelve days after a missed period. A tumour was found 
and hysterectomy performed. 

The author designates as a ‘“‘ myth ” the type of interstitial pregnancy 
in which the implantation is supposed to be so near to the uterine ostium 
that the pregnancy eventually becomes intrauterine. He concludes that 
the age of this ovum was probably less than three weeks and that rupture 
of the tube and escape into the uterine musculature occurred before this. 
No uterine glands were seen in the tube beyond the uterine ostium, and 
the transition from uterine to tubal epithelium was rapid but not abrupt. 
Hypertrophy of the muscle had taken place early and the uterus was lined 
by a true decidua. A “‘ decidual reaction ’’ was present in both tubes, but 
quite absent in the capsule of the ovum. The so-called ‘‘ decidua-like ” 
cells are probably trophoblastic in origin. 


The use of novocane in obstetrics. Rucker’s experience with sacral anzs- 
thesia extends to 103 cases, including one vaginal Czesarean section. In 
most of the cases he used a 2 per cent. solution of novocaine with 0.3 of 1 
in 1,000 adrenalin to each 4o cc. of novocaine. He found in his later cases 
that 1.5 per cent. of novocaine gave as good results. The injection of from 
30 to 35 cc. of the solution is made with the patient on her side and anzes- 
thesia comes on in about a quarter of an hour. Many of the patients 
complained of feeling a little ‘‘ queer ’’ immediately after the injection and 
a few vomited. Two had noisy attacks of hysteria and one had tetany. 
He had one very alarming case of collapse which recovered. Seventy of 
the 103 cases had excellent anzesthesia. Twenty-two women had partial 
anzesthesia, but for various reasons had to have also a general anzesthetic. 
Most of these were earlier cases in which a too dilute solution of novocaine 
was employed. 

The most certain feature of the anesthetic was the marked’ relaxation 
of the perineum and of the cervix and the absence of pain, and in contrast 
to this is the marked tonicity of the body of the uterus. This, and the 
want of relaxation in the abdominal muscles at times, made such operations 
as version difficult or impossible, The author thinks that sacral anaesthesia 
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interferes with the spontaneous expulsion of the fcetus. This is in 
accordance with his conception of the nervous mechanism of parturition, 
i.e., that while the first stage is largely automatic, the second is partly 
reflex. He concludes, therefore, from his personal experience that novo- 
caine sacrally produces anesthesia and relaxation of the cervix and 
perineum, and at the same time caused a moderate increase in the tone of 
the fundus. The effect upon uterine contraction is variable. In the 
majority of patients there is a cessation of contractions or at least a 
diminution in them from twenty to sixty minutes after an injection. The 
pains then return to their former frequency and force. He considers that 
it is an excellent procedure in operative obstetrics, but its value in spon- 
taneous labour is dubious. 


Two years’ experience with the combination treatment of surgery and radium 
rays in cases of carcinoma of the cervix. Secligmann wrote this paper with the 
twofold object of presenting his method of using the gamma-rays of radium 
and asking others to try it and study the results. He considers that it is 
‘logical’ to expect improvement in final resuits by tie combination of 
surgery and radium, and his results have been interesting and encouraging. 
In inoperable cases radium is the therapy of choice. 


The elimination of eclampsia as a complication of pregnancy. Miller considers 
that for a patient to die of eclampsia is evidence of ‘‘ ignorance, negligence 
or bad judgment on the part of the attending obstetrician’ if he has 
previously had the patient under his control. If Miller is unable to control 
pre-eclamptic symptoms by the usual methods he terminates the pregnancy. 


Interstitial pregnancy, with the report of an unruptured case. The frequency 
of interstitial pregnancy is variously estimated as from 0.65 per cent. to 
4-4 per cent. of the total ectopics. The former figure is from the John 
Hopkins clinic and the latter from the Touro Infirmary, to which the author 
is attached. In addition to his own cases the author gives short details of 
twenty-five others recorded since 1918. 


A study of pneumonia ir the still-born and new-born. Johnson end Meyer 
found that 19.4 per cent. of 500 autopsies in stillborn or newborn infants 
showed evidence of pneumonia. Congenital pneumonia due to antenatal 
infection is an important complication of birth, and the authors are of 
opinion that the great majority of the cases are due to the aspiration of 
infected liquor amnii. 


The control of eclampsia convulsions by intra-spinal injections of magnesium 
sulphate. Alton and Lincoln selected very severe cases to test the value of 
this treatment. One died though her convulsions were controlled, and the 
other recovered. The convulsions are presumably cerebral in origin, and 
the magnesium sulphate is supposed to penetrate between the terminal 
processes of the neurons and thus insulate them. The amount of mag- 
nesium sulphate to be injected into the spinal canal is 1.0 ce. of a 25 per 
cent. solution to each 25 pounds weight. Larger doses depress the respira- 
tory centre, and should they occur an intravenous injection of a 25 per cent. 
solution of calcium chloride will have a balancing action. Artificial 
respiration may be necessary. 


L 
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Comparison of the results obtained after radical and conservative treatment of 
eclampsia in the Obstetrical Department of the John Hopkins Hospital. Wilson 
sums up his long and statistical article with the following conclusions :— 
The end-results in the treatment of eclampsia are twice as good under 
conservative as under radical treatment. Those cases do best which have 
tiie least obstetrical interference. The chief reliance is to be placed on free 
venesection combined with morphia. Czesarean section is not recommended. 


A preliminary report on the intravenous use of magnesium sulphate in puerperal 
eclampsia. [jizard reports that by the intravenous use of magnesium 
sulphate the convulsions and the coma of eclampsia can be controlled. 
The author uses from 15 to 25 cc. of a 10 per cent. solution for the injection 
which he does not hesitate to repeat. 


The modified Scanzoni mancuvre in the treatment of vertex-occipito-posterior 
positions. ill, in presenting his paper to specialists, does not wish it to 
be thought that he considers the Scanzoni method is the only proper way 
of handling these cases. Many will deliver themselves in a few pains after 
rupture of the membranes. In all cases in which the head is in the pelvic 
cavity forceps rotation is employed. If the greatest diameter of the head 
is above the brim the choice lies between forceps and version. The tonicity 
of the uterus and the amount of liquor will be the deciding factors. In 
regard to the forceps manceuvre he knows of no more fascinating or more 
uniformally successful operation in obstetrics, but it is necessary to follow 
the exact technique. The essential points of the technique are that the os 
should be fully dilated and that no traction should be made until the head 
has been rotated into the anterior posterior position. Rotation should be 
made in such a way that the blades of the forceps shall remain in the same 
axis. With the usual instruments with a pelvic curve the handles should 
describe a large circle during the rotation after an accurate cephalic appli- 
cation has been made. Failure in rotation is often due to simply twisting 
the handles. After complete rotation enough traction should be made to 
fix the head in its new position. The blades are then removed and 
reapplied in the normal way with the exception that their posterior blade 
should be always applied first. W. W. KING. 


The Journal of the American Medical Association, 


Vol. 83, No. 14, October 4, 1924. 

“Comparative studies in liver function by some of the later methods. G. 
M. Piersola nd H. L. Bockus. 

"The phenoltetrachlorphthalein test for hepatic function: recent studies 
with the author’s method. S. M. Rosenthal. 

“Cancer of the uterine cervix, treated by irradiation : methods of treatment 
and results in 1,024 cases. H. Bailey and W. P. Healey. 

*Treatment of fibromyoma of the uterus and other causes of menorrhagia 
by intensive Roentgen-ray therapy, with special reference to the 
possible complication of malignant disease. L. Martindale. 

“Carcinoma of the cervix uteri: a review of 100 cases, with especial refer- 
ence to the predominating type of cell. I,. A. Pomeroy and A. Strauss, 
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Vol. 83, No. 15, October 11, 1924. 
Reproductive power in rats. (Current Comment.) 
Vol. 83, No. 16, October 18, 1924. 
A Roentgenographic study of the infant’s chest as seen at birth. W. W. 
Wasson. 
Vol. 83, No. 18, November 1, 1924. 
*Toxcemias of pregnancy from an ophthalmic standpoint. R. C. Cheney. 
Membranous dysmenorrhcea as a symptom of diabetes. R. D. Spencer. 
Protective method of applying radium to the cervix. W. J. Woolston and 
R, €; Cram: 
Vol. 83, No. 19, November &, 1924. 
*The underlying cause in the pathogenesis of rickets. I,. Findlay. 
Vol. 83, No. 20, November 15, 1924. 
*Rickets as influenced by diet of mother during pregnancy and lactation. 
A. F. Hess and M. Weinstock. 
Correlation of clinical Roentgenologic and serologic evidences of rickets 
in breast-fed. L. R. de Buys and L. von Meysenberg. 
Vol. 83, No. 21, November 22, 1924. 
*Retinal haemorrhages in the new-born. M. W. Jacobs. 
‘The female bladder. W. E. Stevens and E. Arthurs. 
Vol. 83, No. 22, November 29, 1924. 
Pseudohermaphroditism. F. Christopher. 
“Glandular therapy: use of extracts of pituitary gland in obstetrics. J. 
Whitridge Williams. 
Value of pituitary gland. J. L. Miller. (Special Article.) 
Vol. 83, No. 24, December 13, 1924. 
*Glandular therapy : physiology of the mammalian ovaries. A. J. Carlson. 
(Special Article.) 
*Surgical pathology of the urinary tract in infants. 
Vol. 83, No. 25, December 20, 1924. 
*Glandular therapy: the pharmacology of ovarian preparations. C. W. 
Edmunds. 
Ovarian therapy. E. Novak. 
Mammary gland preparations. W. A. Puckner. (Special Article.) 
The prevention of conception. (Editorial.) 
Vol 83. No. 26, December 27, 1924. 
*Ethylene in obstetrics. N.S. Heaney. 
Alimentation of atrophic infants. (Current Comment.) 


Comparative studies in liver function by some of the later methods Piersol 
and Bockus found that the findings of the Rosenthal test were nearly always 
in accord with the clinical condition. Urobilin was present in the urine in 
all cases in which the blood phenoltetrachlorphthalein method showed 
marked impairment of liver function, but may be absent in cases of slight 
dysfunction of the liver. The Widal hamoclastic crisis test was found to 
be unreliable as a test of liver function, being frequently at variance with 
the phenoltetrachlorphthalein test and with the clinical condition. 


The phenoltetrachlorphthalein test for hepatic function. Rosenthal thus sum- 
marizes his recent studies with his method :-- 

Experimental evidence shows that the phenoltetrachlorphthalein test, 
based on the removal of the dye from the blood-stream, affords an index of 
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hepatic function that is quantitative and comparatively free from sources 
of error. Results depend primarily on the condition of the liver cells. 

A close relation exists between the degree of impaired function and the 
quantity of normal liver tissue present in the rabbit. 

A new dye, bromsulphalein, normally rapidly secreted, is retained in 
the blood in high concentrations when the liver is damaged. 

Slight impairment of function was demonstrated with the phenoltetra- 
chlorphthalein test in go per cent. of patients with secondary syphilis with 
cutaneous eruptions. 

Most severe damage to function was present in arsphenamin and 
catarrhal jaundice during the height of the disease; this favours the pre- 
sumption of the existence of a hepatitis in these conditions. The occurrence 
of jaundice 8.8 times more frequently in the syphilis clinic than in the 
medical clinic speaks for a causative relationship of arsphenamin therapy 
to the jaundice. 

Moderate functional impairment was present in hepatic carcinoma, and 
moderate to mild impairment in cirrhosis. 


Cancer of the uterine cervix treated by irradiation. A study of the methods 
and results in 1,024 cases exphasizes three points in regard to radiation 
therapy in carcinoma of the cervix :— 

(1) Radium and the Roentgen-ray are of extreme value in cases of 
advanced cancer of the cervix in checking the progress of the disease and 
relieving distressing symptoms. 

(2) Patients with recurrent cancer of the cervix can be greatly benefited 
by ray therapy if seen before the lesion is too extensive. 

(3) Prompt post-operative irradiation is imperative and to neglect it 
would seem to be inexcusable. 


Treatment of fibromyomas of uterus and other causes of menorrhagia. Martin- 
rale believes that in Roentgen-ray treatment we have a more or less ideal 
treatment, eliminating nervous shock, the inconveniences of an anesthetic, 
long convalescence and big nursing home fees, and leaving the patient fit 
and able for her usual life, and feeling better than before. One cannot 
wonder, therefore, that hundreds of deep Roentgen-ray therapy installa- 
tions have already been set up in France, Germany and Great Britain as 
well as in the United States, and that patients are learning the value of a 
treatment which, when properly carried out, is eminently successful and 
free from mortality. 


Carcinoma of the cervix. In this review of one hundred cases, with special 
reference to the predominating type of cell, Pomeroy and Strauss have 
followed Martzloff’s classification of cell types : 

1. Spinal type of cancer cell. 

i. Polyhedral. 

ii. Well defined outlines. 

iii. Nuclei stained moderately. 

iv. Abundant cytoplasm with pale eosin stain. 
2. Transitional type of cancer cell. 

i. Round. 

ii. Faint cell membranes. 

iii. Nuclei stained well with haematoxylin. 

iv. Cytoplasm less abundant and stained well with eosin, 
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3. Fat spindle type of cancer cell. 
i. Long and comparatively broad. 
ii. Faint cell membranes. 
iii. Nuclei deeply stained with haematoxylin. 
iv. Cytoplasm small in amount and eosin stained. 


They found that tumours of the uterine cervix belonging to the group of 
spinal cell type with pearls and to the adenocarcinomas give promise of 
better results alter radium treatment than do tumours belonging to the 
other cell groups. 


The toxemias of pregnancy from an ophthalmic standpoint. Cheney considers 
that the routine examination of the fundi is of distinct value to the obstet- 
rician. It has been asserted that, if properly handled, cases of toxaemia 
would not be allowed to progress to the point at which fundus changes 
appeared, and fundus changes are found only in severe cases. At the 
Boston Lying-in Hospital most of the extensive changes were found in 
very sick patients, more or less dumped on the hospital at the last moment, 
and who, if they had been in the clinic, would never have been allowed to 
get into such a condition. In some cases, however, the fundus changes 
come on quite early and give a distinct lead to the etiology and prognosis, 
and, in some instances in which there is doubt about continuing the preg- 
nancy, may be the determining factor in deciding to terminate it. Further, 
considered merely in the light of research, it is quite possible that a routine 
eye examination in large series of carefully grouped and studied cases of 
toxeemia may produce interesting and valuable information. 


The underlying cause in the pathogenesis of rickets. This is a paper read 
before the Section on Diseases of Children at the Seventy-fifth Annual 
Session of the American Medical Association, Chicago, by Findlay of 
Glasgow. It is a statement of some of the best opinions to-day, including 
also much original work done by himself. He is of the opinion that 
the most striking feature in rickets is the deficient calcium content of the 
skeleton, at the same time fully recognizing a broader conception of the 
disease. He has found in rickets the retention of calcium te be less than 
in health and to be erratic, but in no single instance has he found a 
negative balance. He states that what leads to this diminished absorption 
still awaits solution, but that it is some specific infection influencing the 
reaction of the intestinal contents in a special direction may, he thinks, be 
quite possible. 


Rickets as influenced by the diet of the mother during pregnancy and lactation. 
Judging by their experiments, Hess and Weinstock find that rickets cannot 
be prevented by improving the diet of the mother (a) previous to pregnancy, 
(b) during pregnancy, and (c) during lactation, although it can be mitigated 
to a certain degree. Supplementing the diet of the mother for two genera- 
tions failed to render the young refractory. Infants were not protected by 
giving the mother cod liver oil during the last two months of pregnancy. 
Premature infants are markedly susceptible to rickets, which indicates that 
prenatal nutrition does play a réle. 

A consideration of the experimental evidence, of clinical tests, of the 
susceptibility of bottle-fed compared with breast-fed babies, and the striking 
seasonal incidence, leads to the conclusion that rickets is mainly of post- 
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natal origin although its incidence and severity may be influenced by 
improving the nutrition of the mother, our main efforts should be directed 
towards improving the environment and nutrition of the infant. Until 
these post-natal factors are corrected we cannot hope to prevent rickets. 


Retinal hemorrhages in the new-born. In a series of 157 babies examined 
ophthalmoscopically within the first twenty-four hours, Jacobs found retinal 
heemorrhages in 12.1 per cent., but could not substantiate Sicherer’s sug- 
gestion that retinal heemorrhages occur on the corresponding side when 
obstruction of the circulation takes place in a definite area. 


The female bladder. Stevens and Arthurs believe that almost every 
woman suffers from bladder disturbances at some period of her life. 
Residual urine and infection are present in less than one half of the blad- 
ders of pregnant women. Regurgitation of urine is not common during 
pregnancy. Not all bladder disturbances during pregnancy should be 
ascribed to this physiological function. 

Contrary to popular opinion, these are frequently seen unaccompanied 
by residual urine or infection. Residual urine is present in 80 per cent. 
of post-partum cases. It is almost always present following operation on 
the female pelvic organs. Ascending infection is not common. 

Repeated examination of the upper urinary tract is demanded when the 
symptoms fail to respond to treatment directed towards the more apparent 
condition, The female bladder is more susceptible to direct and reflex 
influences than that of the male. The two-glass test should be more 
frequently used for the differential diagnosis of urethral and bladder condi- 
tions in women. Notwithstanding the marked frequency with which 
urethral strictures are responsible for bladder disturbances in women, they 
are frequently overlooked. Apparently hopeless cases are sometimes 
accompanied by associated pathological conditions, the treatment of which 
often results in much relief. 

Cystography following the administration of sodium iodide by the mouth 
as well as by direct injection, is often of great value in the diagnosis of 
pathological conditions of the female bladder. 

Urology in women is an essential part of urology, and it lies within the 
domain of the urologist rather than that of the gynecologist, obstetrician 
and abdominal surgeon. 


The use of extracts of the pituitary gland in obstetrics. Whitridge Williams 
states that the use of pituitary extract in obstetrics should not be considered 
as harmless, since we are dealing with an extraordinarily potent agent, 
which is yet imperfectly standardized. Generally speaking, he regards as 
somewhat dubious its use in the treatment of prolonged labour even under 
the most favourable conditions, and as extraordinarily dangerous in the 
presence of disproportion or of malposition of the child. Its greatest field 
of usefulness is in the prevention and control of atonic hemorrhage follow- 
ing the third stage of labour, while it is relatively efficient in the induction 
of labour during the last weeks of pregnancy. 


Physiology of the mammalian ovaries. Carlson summarizes his review thus : 
(1) The sex-life of the mammalian female is developed and maintained 
by the ovaries through continuous and temporary hormone mechanisms. 
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Hormones acting more or less continuously develop and maintain the 
secondary sex organs and increase basal metabolism; temporary hormones 
from ripe follicles and corpus luteum initiate the estrual cycle, the early 
interaction between the fertilized ovum and the uterine mucosa, mammary 
gland hyperplasia and suppression of follicular growth. 

(2) Menstruation appears to be only indirectly dependent on the folli- 
cular and luteal hormones, in that it follows failure of fertilization and 
atrophy of corpus luteum spurium. But the hormones initiating estrus are 
necessarily precursors to menstruation. The initial cause in all menstrual 
disorders may be outside the ovaries and hence not to be affected by ovarian 
therapy. 

(3) None of the ovarian hormones have so far been isolated, as deter- 
mined by reliable biologic or chemical tests. And it is still an open 
question whether in the experimental animals any of the ovarian functions 
can be maintained by substitution therapy; that is, by feeding or injection 
of ovarian extracts. 


Surgical pathology of the urinary tract in infants. An article based on a 
review of 4,903 necropsies, well illustrated and instructive. The authors 
suggest that the summary will give some idea of the frequency of the 
different conditions and the variety of lesions found, and should impress 
on everyone the necessity of a thorough investigation, now quite possible, 
of all infants regardless of age that present an indefinite abdominal tumour, 
a disturbance of urinary function, heematuria or persistent pyresia. 


The pharmacology of ovarian preparations: ovarian therapy. Edmunds dis- 
cusses the pharmacological action of ovary, of corpus luteum and of liquor 
folliculi, and concludes that further examination of the action of extracts 
of the ovaries is indicated. Novak considers that rational as ovarian 
therapy appears to be in some conditions, the results are rarely striking 
and often nil to the level-headed observer. 


Mammary gland preparations. Puckner considers that there is no clear-cut 
evidence to show that the administration of mammary gland preparations 
is of value. 


Ethylene in obstetrics. In the maternity section of the Presbyterian 
Hospital in Chicago ethylene and oxygen were administered 215 times 
during the last year with such satisfactory results that Heaney considers 
that ethylene is without equal as an anzesthetic for operative obstetrics, 
particularly in grave surgical risks, and is superior to nitrous oxide in 
normal labour. | ad 


Surgery, Gynzcology and Obstetrics. 
Vol. xl, No. 1, January, 1925. 

Congenital absence of the uterus and associated developmental defects : 
report of a case. Lawrence R. Wharton. 

"The effect of surgical trauma in patients with syphilis, with special 
reference to healing of the post-operative wovnd. William H. Goecker- 
man. 

*Treatment of abortion. Howard k. Tuttle. 
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“Treatment of infections—general local and urinary—with the intravenous 
injection of mercurochrome. Hugh H. Young. 

*Subcutaneous emphysema following labour: report of a case. Pierre N. 
Charlonnet. 

Vol. xl, No. 2, February, 1925. 

Treatment of pelvic suppuration. Ralph Worrall. 

Primary endothelioma of the peritoneum. C. T. Grundy. 

*An anemia of the puerperium. with report of eight cases. Claiborne T. 
Smith. 

*The low or cervical Ceesarean section (laparotracheotomy) under local 
(infiltration) anesthesia. J. De Lee. 

“Pelvic varicocele; diagnosis and treatment, and a new operation for its 
radical cure. Carlos Castano. 

Fibroid tumours of the vulva; with report of an unusual case. W. Fullerton. 

*Vesico vaginal fistula. Utilization of thorough dissection of the anterior 
vaginal wall for closure. T. J. Watkins. 

A new drain and its application to pelvic drainage. Charles L. Larkin. 

lodine preparation of the vulva for delivery. R. S. Siddall. 

"Disasters following operations for retroposition of the uterus. A. D. 
Bevan. 

Vol. xl, No. 3, March, 1925. 

“Cancer infection. Albert J. Ochsner. 

*Some clinical evidence in favour of the extrinsic origin of cancer. Cancer 
symposium. W. B. Coley. 

Uterine myomata and pregnancy with special reference to tumour necrosis. 
P. Brooke Bland. 

Vaginal cysts. Lee N. Niles. 

*The treatment of pyelitis of pregnancy with retention (indwelling) of 
ureteral catheter. Report of a cure. John O. Rush. 

‘Subcutaneous emphysema following labour. Geo. W. Kosinak. 


Effects of surgical trauma in patients with syphilis. Post-operative risks. The 
author quotes Gibbons’ well-known dictum in ‘‘ Keen’s Surgery ”’ that 
‘Syphilis, either hereditary or acquired, is capable of greatly interfering 
with good post-operative results. If, however, we take the precaution to 
give the patient proper antisyphilitic treatment for some time before and 
alter operation the results will be perfectly satisfactory.” 

Goeckerman concludes from experience, quoting cases, that the above 
statement must be modified. However he considers : 

(1) Patients with syphilis who have been treated can be operated on 
with impunity. 

(2) The patient whose infection is of long duration is on the whole a 
poor surgical risk, but only in proportion to the damage the tissues have 
sustained. She is no worse a risk than another patient with an equal 
amount of damage from some other cause. 

(3) Untreated patients rarely develop post-operative difficulties (7 per 
cent.). ; 

(4) In a suspected case conservatism indicates careful treatment -before 
surgery is undertaken. 

(5) In older patients a general medical problem is presented as the 
cardiovascular and nervous systems are likely to have sustained the brunt 
of the infection. 
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Treatment of abortion. Tuttle discusses the early operation and_ the 


expectant conservatism methods of treatment. He considers that the 
correct treatment is operative when proper hospital facilities and operative 
technique are available, but otherwise the condition ought to be treated 
expectantly. Hemorrhage sufficiently severe to call for immediate treat- 
ment is seen in approximately 5 per cent. of all cases. His records show 
that febrile abortion cases operated upon promptly have slightly higher 
average number of post-operative febrile days, a lower per cent. morbidity, 
and fewer average hospital days than those operated upon a number of 
days after the temperature has remained normal. 


The treatment of infections with mercurochrome or gentian violet by intravenous 
therapy. Young of Baltimore, in an analysis of 255 cases, considers he has 
had some wonderful results but has also had some failures. He considers 
the drug especially useful in venereal cases of infections of genitourinary 
tract. 


Subcutaneous emphysema following labour. Charlounet describes a case of 
subcutaneous emphysema of the upper part of the chest and lower part of 
the neck coming on during labour, where the labour was not unduly 
protracted. 


Anemia of the puerperium. Claiborne Smith considers that there is a 
specific aneemia of the puerperium and reports eight cases. The cases 
spoken of by Osler as due “ to the catabolic metabolism of the post-partum 
state,” are, he thinks, examples of this disease. There is a deficiency of 
hydrochloric acid in the system. He states that ‘‘ One transfusion is of 
value but not alone sufficient, and that hydrochloric acid is of distinct value 
and suggests that the deficiency nay be an etiological factor. 


The low or cervical Cesarean section under local anesthesia. This is not a de- 
scription of the operation mentioned but a description of the author’s 
technique generally. He concludes that local anesthesia should be the 
method of choice for all Ccesarean sections including the cervical, and that 
novocaine should be the anesthetic of choice. 


Pelvic varicocele. Castano describes peivic varicocele in women and 
states that it constitutes a clinical entity of gynaecology and should occupy 
a special chapter of this speciality. He maintains that it is rather a 
frequent disease and describes it as ‘‘ that disease in gynecology which 
presents the most subjective symptoms and the fewest objective symptoms.” 
He considers early diagnosis of great importance, and that surgical treat- 
ment of a conservative nature should be initiated before uterine and ovarian 
lesions are produced. The operation he has named ‘‘ The Argentine 
Method,” which is practically the same operation usually performed for 
varicocele in the male sex modified, namely, dissection and ligature of the 
varicose veins in the broad ligament on both sides. 


Vesico-vaginal fistula. [1 a very well illustrated article Watkins advocates 
a very thorough dissection of the anterior vaginal wall when closing a 


vesico vaginal fistula, in order to get a good exposure and a maximum 
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amount of mobilization which conserves tissue. He states that deep lateral 
dissection and firm suture may establish urinary continence in cases which 
the vesical sphincter seems to be irreparably damaged. 


Disasters following operations for retroposition of the uterus. In an editorial 
by Bevan all operations of ventral fixation of the uterus are condemned in 
strong terms, the author having had three cases in one month of ‘‘ strangu- 
lation by bands ’’ in cases where the uterus had been previously fixed. 
Bevan states that the time has arrived when operations done on women for 
reposition of the uterus for retroflexion are unwarranted, unnecessary and 
indefensible because of two facts : (1) These operations are of no benefit to 
the patient, and (2) they carry with them the serious risks such as he 
found in the three above-mentioned cases. 


Cancer infection and cancer symposium. Ochsner, in an address belore the 
Clinical Congress of the American College of Surgeons, New York, strongly 
recommends every surgeon to read Ellis Barker’s well-known book, 
“Cancer, How it is Cured. How it can be prevented.’’ He is convinced 
that Nuzum’s research in connexion with the study of cancer in a short 
time will be recognized as being on a par with the discoveries made in 
tuberculosis, smallpox and leprosy. Amongst his conclusions, some very 
suggestive ones, ¢e.g., Cancer rarely occurs in skin covered by clothing. 
Filth applied either externally or internally influences the occurrence. Clean 
skins are rarely the seat of cancer as shown in the case of the Japanese, 
who take daily hot baths. Persons eating vegetables grown in soil fertilized 
with human excrement suffer largely from cancer of the stomach and colon. 
There is little, if any, cancer among uncivilized people. John Nuzum has 
isolated a palpable micrococcus from many cancers in man and animals, 
and healthy animals inoculated with pure cultures of this micrococcus have 
developed typical cancer. 

Coley also has an article—‘‘ Cancer Symposium ’’—mentioning the 
same book and work, and in his article urges that we look upon the theory 
of a microbic cause of cancer not as a closed chapter but one that deserves 
sympathetic study. He states that the parasitic theory of cancer is the only 
one that offers any real hope of controlling the disease and of greatly 
lessening its growing mortality. 

Ochsner points, out that if the present increase continues, in another 
century the mortality of cancer will equal that of all other diseases com- 
bined, but also states that he is convinced that cancer will have the same 
fate, when once its parasitic nature has been established and accepted and 
when prophylactic measures based upon this knowledge can be carried out. 


” 


Treatment of pyelitis of pregnancy with retention (indwelling) urethral catheter. 
Rush states that as pyelitis and pyelonephritis are ‘ pus conditions,”’ they 
will respond to drainage as do “ pus conditions ”? in any other portion of 
the body. He considers retention, or indwelling as he terms it, of a ureteral 
catheter is the method of choice in treatment. He forms his conclusions 
from one case. 


Subcutaneous emphysema following labour. Kosmak draws attention to the 
fact that he has had a case of subcutaneous emphysema following labour, 
and that he wrote a paper on the subject in 1907 which appeared in the 
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Bulletin of the Lying-in Hospital of the City of New York, vol. iii, No. 4, 
p-. 176, in which he gave an analysis of 77 cases; he also states that several 
cther cases have since been reported. A. SPONG. 


Gynécologie et Obstétrique 


1924, 1%, 2: 

Bladder troubles with uterine fibroids (1,000 consecutive observations on 
fibroids). Hartmann and Bonnet. 

Premature Caesarean section (at seven months and a few days) for separa- 
tion of a normally situate placenta in uterus bicornis unicollis, survival 
of mother and infant. Caraven. 

Calculi of the Fallopian tube. J. Regnault. 

The treatment of genital prolapse, resumé of the discussion before the 
French Congress of Surgery. H. Hartmann. 

Transactions of the Belgian Society of Gynecology and Obstetrics. 

Apparatus for determining the condition of the Fallopian tubes (by infla- 
tion) in cases of sterility. G. S. Currier, 

Present position of radium-therapy in cancer of the uterus. Rouffart. 

Spinale-celled sarcoma of both ovaries in a woman delivered at term. 
Schockaert. 

Ovarian cyst and uterine fibroids. Rouffart. 

Hydraulic delivery of the placenta. Rossignoli. 

The réle of the uterosacral ligaments in the uterine position. R. Pollaert. 

Fibroid or pregnancy. J.-L. Henrotay. 

Ruptured tubal gestation. J.-I.. Henrotay. 

Multilocular ovarian cyst weighing 22 kilograms. Rouffart. 


1924, 1% 3. 
The significance of uterine mucous polypi. L. Hixier and L. Michon. 
*Fifteen cases of pregnancy after abdominal myomectomy. Goullioud. 
An interesting case of uterus didelphys, fibroid on one side, pregnancy on 
the other, hysterectomy. C. Dambrin and J. Bernardbeig. 


Fifteen cases of pregnancy after abdominal myomectomy. A lengthy article 
giving details of the cases and embodying remarks on the frequency of 
pregnancies after myomectomy, on the progress of the pregnancy and on 
dystocia due to remaining (unrecognized) juxta-cervical fibroids after 
myomectomy. 

He finds (1) a relative fertility of 25 per cent. in married women about 
the age of 40, and probably a much higher fertility rate in younger women. 
(2) No special dystocia associated with myomectomy—allowance must be 
made for the fact that the women are usually elderly primigravidee ; the 
possibility of small seedlings in the neighbourhood of the cervix being 
overlooked and growing during pregnancy must be borne in mind; myo- 
mectomy cases must be followed up more carefully than hysterectomies 
and, should pregnancy occur, the patient should avail herself of special 
obstetric aid. (3) Later, on the average ten years after myomectomy, there 
may be recurrence of fibroids. 
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192A, 1; /4. 
Cancer developed about a lithopaedion dating back 30 years. M. Auvray. 
Senile involution of the uterine mucosa. E. Retterer and S. Voronoff. 
Spinal anzesthesia in obstetrics. Lantuéjoul. 
Transactions of the Belgian Society of Gynzecology and Obstetrics. 
A case of hydrocephalus with rupture of the lower uterine segment, 
vaginal hysterectomy. Cure. R. Schockaert. 
Some recent operations for uterine cancer. E. Rouffart. 
Coxalgic pelvis: hysterectomy (en bloc) at term. Living mother and 
infant. J.-L. Henrotay. 


1924, ix, 5. 

Modern indications for vaginal hysterectomy. De Rouville. 

The histology of the syphilitic placenta and its clinical importance. C. 
Monckeberg and M. Avilés. 

Wolffian epithelioma of the ovary coincident with cancer of the uterine 
cornu. D’Allaines and Ivan Bertrand. 

Operative technique in intra-ligamentary ectopic pregnancies. Tewfig 
Remzy. 


1924; 1x,. 6; 

Uterine haemorrhage after the menopause caused by tumours and cysts 
of the ovary. P. Moulonguet-Doléris. 

Late Ceesarean section. T. Astériadés. 

Extensive hysterectomy for cancer of the cervix. Some points in the 
operative technique. J.-L. Faure. 

Transactions of the Belgian Society of Gynaecology and Obstetrics. 

A case of vaginal Caesarean section for cicatrization of the cervix with 
obliteration of the cervical canal. M. Cheval. 

A case of dermatosis of genital origin. R. Pollart. 

Radiography in obstetrics. J.-L. Henrotay. 

Study of a thoracopagous monster. P. Ruhn. 

A case of heemophilia of pregnancy. Keiffer. 

A cause of a mistaken obstetrical diagnosis. Keiffer. 

Severe hemorrhagic metropathies in young women and radium therapy. 
Notes based on three personal observations. R. Crousse. 

Congenital (foetal) dysplasia. Magos and Wodon. 


1024, X, 1. 

*Adenoma of the cervix with commencement of cancerous transformation. 
Hartmann, d’Allaines and Surmont. 

Intestinal ptoses in relation with the pregnant state. J. Okinezyc. 

The amount of glycogen in the foetal liver and placenta. R. Clogne, Mlle. 
Welti, and M. Pichon. 

Controlling (atrophying) ligatures as palliative treatment in inoperable 
cancer of the uterus. T. Astériadés. 

Kielland forceps. (A critical review.) Barbaro. 


Adenoma of the cervix with commencement of cancerous transformation. From 
the limited description given, it is not easy to exclude a not very atypical 
growth (the old so-called malignant adenoma). The authors comment on 
the numerous mitoses in the ‘“‘ adenoma ”’ portion. 
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1924, X; 2. 
Pseudo-neoplastic tuberculosis of the breast. Hartmann, Renaud, and 
d’Allaines. 


Treatment of epispadias in the female. G. Potel. 

Concerning a case of cure of exophthalmic goitre after radium treatment 
of a uterine fibroid. Karsis. 

“Treatment of cancer of the cervix during pregnancy and parturition by 
combination of radium-therapy and surgery. Portes and de Nabias. 


In the case described as a preliminary to the resumé of treatment by 
radium to be adopted in pregnancy, etc., the treatment is that of the radium 
enthusiast rather than the surgeon. Jabour came on spontaneously at 
cight months. Czesarean section was followed by subtotal hysterectomy 
although the cervix was not fixed. Numerous radium tubes were used, 
totalling 54 millicuries. The case was too recent for an after-history to be 
of any use. 


1Q24y Sa 3 
Clinical and therapeutical study of double uteri. M. Guilleminet and L. 
Michon. 
“Early post-operative intestinal obstruction in gynecology. S. Mossé and 
R. Doubrére. 
Operation or radiation in uterine fibroids. H. Hartmann. 


Deal only with obstructions during the first or second weeks after opera- 
tions on the uterus or its adnexa. Record six cases, and consider the 
etiology, pathogenesis and mechanism, etc. 


1924, X, 4. 
*Cresarean section followed by temporary eventration of the uterus. L. 
Portes. 


Original case was presented before the Society d’Obstet. et de Gynzecol. 
de Paris, March, 124. Since then the author has had three more in the 
clinic and seen six others outside; observations are based on the ro cases. 
The main object is to postpone decision as to whether the uterus must be 
removed or not in ‘‘ suspect ’”’ cases or ‘‘ utero-placental apoplexy.”’ The 
two operations—the primary Cresarean section with eventration and the 
secondary return of the uterus—usually take place at an interval of 30 days. 
The technique and the four personal cases are described. 


Uretero-vaginal fistulae secondary to hysterectomy. C. Lenormant and R. 
Leibovici. 
*Foetal retention and pregnancy toxeemias. A.-J. Powilewicz and Morace. 


An investigation into the statement that the toxemia improves or is 
cured by the death of the foetus. In 94 cases studied, in 23 the toxemia 
disappeared, in the remaining 71 the albuminuria persisted up to the 
accouchement, but, as a general rule, was usually less in amount; some- 
times an increase in the albuminuria accompanied the onset of labour. 
The authors appear to include in the second group certain cases where the 
albuminuria is of nephritic origin, discovered during the pregnancy. The 
number is not definitely stated ; in the statistical enquiry, in 59 cases the 
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albuminuria clears up within 10 days of the labour, in 12 (the remainder) 
albumin (0.75—2 grams) persisted when the patient was discharged. 


1924, X, 5. 

Tuberculosis of the uterus and appendages and pregnancy. Fruhinsholz 
and Feuillade. 

Uterine fibroids with severe heemorrhage—bilateral ovariectomy—ultra- 
rapid subsequent development of unrecognized cancer of the body 
hysterectomy—cure. De Rouville. 

Two cases of metrorrhagia during chronic appendicitis. E. Hitzanidés. 

*Obstetric diagnostic radiology. Portes and Blanche. 


They define five radiological possibilities : (1) diagnosis of pregnancy 
before the appearance of clinical signs of fcetal life ; (2) diagnosis of multiple 
pregnancy; (3) diagnosis of pathological pregnancy; (4) study of the 
mechanism during pregnancy, labour and the puerperium; (5) diagnosis of 
disproportion between the head and the pelvis. They consider the results 
obtained from these points of view except that, owing to its importance and 
complexity, they reserve the last for a future paper. 

Their summaries are as follows: (1) Radiography may, in exceptional 
cases, permit positive diagnosis when the plates show detail: negative 
plates are of no significance. 

(2) Depending on the perfection of the technique, of the apparatus and 
the skill in reading the plates, errors in the radio-diagnosis of twins will be 
very greatly reduced and the results should be usually conclusive. 

(3) Hydrocephalus is usually easily diagnosable clinically and easily 
confirmed radiologically (the first statement may be open to argument). 
Foetal monstrosities (anencephalus is mentioned and appears in the plates) 
may be almost impossible to recognize clinically during pregnancy but is 
easily recognizable radiologically. 

Hydramnios they do not find a difficulty provided the strength of the 
outfit is sufficient. 

Intrauterine death with maceration is shown by overlapping of the 
cranial bones—the radiographic equal of the clinical sign in such cases. 
Very advanced maceration may decalcify and render transparent the foetal 
skeleton. 

Pregnancy and tumours : differential diagnosis, or diagnosis of combined 
conditions, is not always easy, particularly in the first half of pregnancy. 

Diagnosis of ectopic gestation receives little help radiologically except 
in lithopzedions. 

(4) Presentation is easily recognizable, position much less readily. Their 
figures and those of others show that the foetal attitude is a much less 
closely fixed one than frozen sections had taught, and also that changes of 
position of the foetus are as common during the late weeks at any time. 
The engagement of the head and the degree of flexion can be recognized, 
the descent and the birth are not easily followed. Breech presentations 
can be well seen; the characteristic attitude is only taken up completely at 
the onset of labour and even then and during labour, flexion of the head is 
absent or slight. Changes of “ position ”’ during labour have been recorded. 
Separation of the placenta can be followed when this is injected with radio- 
logically opaque material; the findings confirm the classical views. 

An extensive bibliography and 24 illustrations conclude the article. 
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1924, xX, 6. 
Mechanical and clinical notes on the forceps. Demelin. 
Some indications for operative treatment of uterine fibroids. Rouffart. 
“Critical study of radio-pelvimetry. Portes and Planche. 


A lengthy article containing a description of a new method for obtaining 
the exact pelvic measurements. The method seems very complicated and, 
as the exact measurements of the fcetal head cannot as yet be obtained, 
there does not seem much need for its employment. An extensive biblio- 
graphy is attached and may be useful to those working on the subject. 

R. A. HENDRY. 


La Gynécologie. 
November, 1924. 
"Introduction to the study of the sympathetic in gynecology. Laignel- 
Lavastine. 
*Reply to the “ Introduction, by Laignel-Lavastine, on the sympathetic in 
gynecology.”’ P. Petit-Dutaillis. 
December, 1924. 
*The sympathetic factor in purely functional and trophic disorders in 
gynecology. P. Petit-Dutaillis. 
January, 1925. 
*The sympathetic factor in purely functional and trophic disorders in 
gynecology (concluded). P. Petit-Dutaillis. 
February, 1925. 
*Operative technique for intra-ligamentary ovarian cysts. A. Beuttner. 
March, 1925. 
*Operative technique for intra-ligamentary ovarian cysts (concluded). A. 
Beuttner. 


The sympathetic factor in purely functional and trophic disorders in gynecology. 


The greater part of three numbers of the journal is given up to this memoir 
on the sympathetic nervous system. An attempt is made to give a com- 
prehensive account of this difficult subject. The author is ready to admit 
that on many questions exact knowledge is wanting. Nervous troubles 
have always claimed the attention of gynzecologists, but they have been put 
in the shade by the striking advances in the knowledge of inflammatory 
and neoplastic conditions. We should no longer be content as in the past 


with the summary and nebulous diagnosis of ‘ neurosis it is time for 
an attempt to apply a more precise diagnostic label. 

Purely functional disorders are defined as chronic manifestations 
(painful, spasmodic, vasomotor, haemorrhagic or secretory) having for 
primary cause some intoxication or sequel of infection; and related patho- 
logically either to lesions not at present recognizable in the organ con- 
cerned, or to lesions in some other organ. The purely trophic lesion is the 
end result of functional disorder. Three groups of factors which must be 
borne in mind are endocrine disorders, disturbances of the sympathetic 
nerves themselves, and morbid stimuli of psychic origin. 

The normal sympathetic system. A fairly detailed anatomical and phy- 
siological description is given. The ortho-sympathetic fibres arise from the 
first three lumbar segments of the spinal cord and proceed by way of the- 
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inferior mesenteric ganglia to join the hypogastric plexus. The para- 
sympathetic fibres arise from the upper three sacral segments and at once 
join the hypogastric plexus. This plexus is situated in the connective- 
tissue at the sides of the rectum and cervix uteri, and branches pass to the 
rectum, uterus and bladder. It is shown how the widespread connexions 
of the sympathetic nerves are able to bring about not only the ordinary 
reflex actions, but also generalized and diffused reactions (‘‘ reflexes by 
repercussion ”’). The peripheral ganglia can act as centres for local reflexes 
without the participation of the central nervous system. In health, the 
sympathetic nerves are excited only by their habitual stimuli, but this does 
not hold in morbid states. The connexions of these nerves are very variable 
when one subject is compared with another, so accounting for the variety 
of symptoms which may arise from similar lesions in different patients. 

The anatomical division into ortho-sympathetic and para-sympathetic is 
related more or less closely to a functoinal antagonism of the two groups. 
The idea of the dual nature of the sympathetic is a useful working hypo- 
thesis, although it proves unsatisfactory in some details. The ortho- 
sympathetic innervates the sphincters and circular muscle fibres of the 
rectum, bladder and probably uterus. The para-sympathetic supplies the 
longitudinal expulsive muscles. Generally, the ortho-sympathetic is 
concerned in actions of either attack or defence; the para-sympathetic 
conserves and accumulates the resources of the organism—and, extending 
its activities from the preservation of the individual to that of the species, 
it plays a dominant part in the activities of the genital organs. 

Why does the sympathetic cause trouble? Because of the morbid 
stimuli (nervous or hormonic) of which it is the intermediary, and because 
of its own lesions. The author believes that many neuroses and dystrophies 
of the female genitalia are directly due to lesions of the centro-visceral 
apparatus of the pelvic sympathetic, and that these lesions and their results 
will constitute an important chapter in the gynecology of the future. 

How does the sympathetic manifest its trouble? A. By a morbid organic 
reflex. This may be a simple reflex remaining local. It may be a “ reflex 
by repercussion,” with varied and widespread results out of all proportion 
to the exciting cause. A minute lesion of a nerve may cause intense 
symptoms resembling the causalgias of military experience. A paradoxical 
reflex may catse symptoms on the side opposite to the site of the lesion. 
There may be complex psycho-sympathetic interactions. 

B. By svmpathetic hypertonia, that is, increased nervous excitability, 
which may be general or may affect one division only. A condition of over- 
active ortho-sympathetic system is called sympathicotonia, and one of over- 
active para-sympathetic is vagotonia. Sympathicotonic patients are usually 
excitable, the vagotonics are depressed or phlegmatic—the true neuras- 
thenics fall in this class. The hypertonia may be manifest or latent, in 
which case the symptoms are revealed only by pharmacological or physical 
excitants. The condition may be stable or labile; in the latter the nervous 
overaction may affect the two divisions alternately: specific nervine 
remedies can be surely employed only in the stable cases. 

The following manifest syndromes are given :—(a) Sympathicotonia 
mydriasis, exophthalmia, high blood-pressure, palpitation, slow digestion, 
constipation, low carbohydrate tolerance, vivacity with anxiety, dry skin, 
little lachrymal secretion. 

(b) Vagotonia— bradycardia, hypotension, palpitation with extra systoles, 
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sweating, rapid gastro-intestinal transit, high carbohydrate tolerance, 
hypersecretion of digestive glands (sialorrhcea, hyperchlorhydria, diarrhcea), 
expressionless facies, indifferences, lack of energy, myosis, exophthalmia, 
easily induced tears, asthma, cerophagy. 

Excitants of the sympathetic syndromes: (a) Pharmacological—The 
ortho-sympathetic is excited by adrenalin; depressed by theobromine. The 
para-sympathetic is excited by pilocarpine, eserine, morphine and ovarian 
substance ; depressed by atropine. In making a test of this kind the sub- 
stance is administered under definite conditions and in small doses to which 
the normal subject does not respond, e.g., 0.01 gr. pilocarpine, 0.5 milli- 
gramme of adrenaline, atropine sulphate or eserine salicylate. 

(b) Physical excitants. These are more convenient for ordinary clinical 
work. The oculo-cardiac reflex is a slowing of the pulse produced by 
pressure on the eyeball : this is excessive in vagotonics ; it may be reversed 
in sympathicotonics. The reflex of convergence is a slowing of the pulse 
produced in vagotonics by looking at a near object. The solar reflex is an 
acceleration of the pulse produced by pressure in the epigastric hollow ; this 
is best marked in sympathicotonia, which is also indicated by the dermo- 
graphic reflex. 

In generally-increased nervous ¢xcitability, the excitants give different 
results, some indicating sympathicotonia and others vagotonia. Hyper- 
tonia of the pelvic nerves may be shown by local examination, e.g., spasm 
of the sphincters. 

C. Diagnosis of the direct action of a sympathetic lesion. An endocrine 
cause is shown by (1) benefit by glandular therapy, (2) symptoms recog- 
nized to be of glandular origin, e.g., Graves’ disease, (3) the critical age or 
state of the patient (puberty, pregnancy, menopause). On the side of a 
nervous origin are (1) non-success of opotherapy, (2) absence of purely 
glandular symptoms, (3) the localization of the trouble. In the future it 
may become possible, from clinical and experimental work, to correlate 
lesions of definite parts of the syinpathetic system with certain definite 
syndromes. 

D. Choice of a specific medicament. This is possible only in a systema- 
tized hypertonia. The desired remedy is the agent which depresses the 
dominant or excites the antagonistic tonus. The same agent may be a 
remedy or a specific poison according as the balance of tonus inclines to 
the side of the ortho-sympathetic or the para-sympathetic. Thus morphine 
is a very dangerous drug for vagotonics—a sixth of a grain has proved 
fatal—and similarly sympatheticotonics are very susceptible to the influence 
of atropine and foreign proteins. Careful consideration should be given to 
any remedies which the patient may have already taken or may take in 
conjunction with those prescribed. Neurotic patients may become hyper- 
sensitive to all agents. 

The frequency of a general hyperexcitability is insisted on, and in this 
condition it is better to avoid all active specific remedies. If used at all 
they should be guarded by the combination with an opposing neurotrope, 
e.g-, morphine with atropine or scopolamine. Otherwise the simple 
aromatic remedies, such as valerian, passiflora and pulsatilla, are indicated ; 
they should be supplemented by psychotherapy. 

Gynecological applications of the preceding facts. A. Reflex actions. 
The dehiscence of Graafian follicles and the process of menstruation may 
be partly controlled by the sympathetic nerves, These are more closely 

M 
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concerned in sexual feeling, with its abnormal excesses and deficiencies. 
The ano-vesical reflex (disturbance of the bladder caused by a stimulus 
from the rectum) is a matter of frequent experience. The pelvic neuralgias 
are placed in the same class. Paradoxical pain may be due to erroneous 
localization ; but it is suggested that, in a case where a disease on one side 
is associated with pain on the other side, there is often a slight lesion on 
the apparently sound side, and that this is the cause of the pain. 

There has been a tendency to exaggerate the effects of genital lesions on 
distant organs. The action on the heart is quite definite; for example, the 
production of syncope by dilatation of the cervix without an anzesthetic. 
The cataclysmal effects of ruptured tubal pregnancy are due not only to 
internal haemorrhage but also to reflex nervous shock, and the same applies 
to twisted ovarian cysts. The author describes cases of intestinal obstruc- 
tion in pregnancy, due to a reflex spasm of the colon produced by the drag 
of the ascending uterus. 

In dysmenorrhcea and vaginismus, a local trouble may give rise to far- 
reaching reverberations. Great caution is enjoined in undertaking opera- 
tions for minute pelvic lesions supposed to be causing general effects : if 
the nervous system is so unstable there is a serious risk of aggravating the 
trouble. 

The mind usually moderates the action of the lower nervous centres, but 
emotional states may cause excitation or inhibition. Medical and surgical 
treatment will often fail unless harmful emotional states are traced to their 
source. For example, there is a psychic dyspareunia (true or simulated) 
which cannot be cured by physical measures. Some ailments are the 
results of suggestion by the doctor or from other patients. Every up-to- 
date gynzecologist should be to some extent in touch with the methods of 
psychiatry. 

B. Hypertonias. In all cases the recognition of the nervous constitution 
of the patient is important. Even in surgical cases some modification may 
be indicated in the use of anzesthetics, alkaloids, hormones, or psychi- 
therapeutic measures. General hypertonia is the commonest; vagotonia is 
commoner than sympathicotonia. 

The law formulated by some writers that vagotonia is correlated with 
ovarian excess and menorrhagia, is only an approximation: the truth is 
vot so simple. In the menstrual cycle there is a sympathicotonic phase 
during the few days preceding the flow, while the tendency during the rest 
of the time is vagotonic. 

The troubles of the menopause may well be explained as due to dis- 
ordered function of the endocrine glands, and to the resulting disturbance 
of the sympathetic system. In an artificial menopause the suppression of 
the ovarian secretion is the essential factor; but in the natural menopause 
the effect of age on the entire organism has also to be considered. The 
glandular disturbance is quite clear as regards the thyroid and the ovary, 
much less so for the others. The nervous manifestations are general hyper- 
tonias, the ortho-sympathetic predominating oftener than the para- sympa- 
thetic: they deserve special treatment, independently of the glandular 
determining factor. 

In surgical shock there is paralysis of the abdominal sympathetic. This 
may lead to intestinal paralysis without any mechanical obstruction or 
inflammation; it is liable to occur in states of general asthenia and after 
excessive manipulations of the viscera, Obstetric shock must be recognized 
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in cases of difficult and precipitate labour : it must be invoked as the cause 
of death following inversion of the uterus. The ‘‘ mal des rayons ”’ is a 
vagotonic crisis due to the effect of the rays on the solar plexus and on 
the adrenals. 

Vulvar dermatoses—erythema, cedema, herpes, pruritus and kraurosis, 
when they occur in the absence of any parasitic or microbic irritant, must 
be classed as trophic disorders of nervous causation. Clitoridean crises are 
due to overaction of the sacral nervi erigentes, and they are often manifesta- 
tions of tabes. 

C. Surgery of the pelvic sympathetic in the female. In the treatment 
of pelvic neuralgias, in place of the removal of organs, the tendency is 
towards precise operations on the pelvic nerves; the aim being to cut the 
reflex arc or to remove a small lesion irritating the sympathetic. Some of 
the cases described are not very convincing and the cure might well be 
attributed to suggestion. 

Jaboulay was the first, in 1898, to operate on the pelvic nerves. For 
pelvic neuralgias he separated the rectum from the sacral concavity, so 
dividing some of the nerves contributing to the formation of the hypo- 
gastric plexus. 

Leriche claims to have cured kraurosis vulyie by sympathectomy of 
the internal iliac arteries, and Cotte has done the same operation for 
neuralgia. 

Delbet treated incontinence of urine by division of fibrous bands com- 
pressing the cul-de-sac of the spinal dura mater. 

Hallopeau cured ‘‘ very violent pelvic crises ”? by stripping the perito- 
neum from the bifurcation of the common iliac arteries to the middle line, 
dividing all nerve filaments encountered. 

Finally, it may be pointed out that in Wertheim’s hysterectomy a large 
part of the pelvic plexus is removed, so leading to the disturbances of 
bladder functions which are so common. 


Operative technique for intraligamentary ovarian cysts. After a survey of the 
French and German literature on this subject, and after a detailed descrip- 
tion of 50 personal cases, Beuttner draws the following conclusions : 

(1) In laparotomies for intraligamentary ovarian cysts, it is of capital 
importance to determine the exact state of affairs as early and as exactly 
as possible; this is in the interest of the technique to be followed in the 
removal of the cyst and in the treatment of the peritoneal wound. 

(2) In applying this postulate great difficulties are often encountered. 

(3) The intraligamentary development of a cyst is exceptionally recog- 
nized only after the extirpation of the pelvic organs. 

(4) To each case corresponds a_ well-defined operative technique ; 
increasing experience will enable the surgeon to discern the method most 
suitable for each particular case. 

(5) In an unilateral affection it is necessary to decide, at once if possible, 
whether to preserve the corresponding tube or to sacrifice it. 

(6) Often the removal of a tube will considerably facilitate the subse- 
quent steps of the operation. 

(7) The serous covering of the upper pole of the tumour may be formed, 
according to the mode of development of the cyst, by the anterior layer of 
the broad ligament, by the posterior layer, or by the two layers in more or 
less equal parts. When the tube runs over the top of the cyst, the two 





330 Journal of Obstetrics and Gynecology 


layers of the broad ligament contribute fairly equally to the serous covering 
of the tumour. 

(8) The round ligament (hypertrophied) running over the top of the 
cyst may indicate both the method of subperitoneal development of the 
cyst, and the position of the uterus. 

(9) Under the head of procedures, helping to elucidate a complicated 
situation, may be mentioned the puncture of the cyst, and more rarely, the 
delivery of the cyst out of the wound. 

(10) It is occasionally possible to eventrate in toto even voluminous 
intraligamentary cysts. 

(11) It is justly recommended to avoid puncturing the cyst, so as to 
facilitate its enucleation. Nevertheless, in many cases one is obliged to 
puncture; and moreover, the cyst often bursts in the course of enucleation. 

(12) The bursting of a cyst may compel the surgeon to change his 
tactics. 

(13) German writers generally advise beginning by the ligature and 
section of the ovario-pelvic ligament in order to mobilize the cyst. The 
French surgeons, on the contrary, recommend the division in the first place 
of the substantial adhesions between the tumour and the side of the uterus, 
sacrificing the tube if need be. 

(14) Instead of following the advice to incise the serous covering at the 
summit, and so proceed to the enucleation, we recommend in voluminous 
cysts to make the incision rather on their greatest horizontal circumference, 
in front or more rarely behind. In this way no time is wasted in separating 
the peritoneal covering from the upper part of the tumour, and besides this 
covering would have to be sacrificed later. It seems more logical to leave 
the peritoneal covering in place, and be content with enucleating the lower 
part of the tumour. 

(15) If the tube runs across the top of the cyst it is advisable to divide 
the peritoneum (the tube having been divided at the uterine cornu) as far 
as possible at the base of the anterior layer, to enucleate the cyst from the 
depths of the parametrium, to turn over the tumour from below upwards 
aud from in front backwards, and then posterior layer will detach itself 
almost spontaneously. The latter is resected so as to allow a perfect suture 
of the two layers. 

If the tube is to be preserved and lies in front at the base of the tumour, 
the peritoneum is incised in its posterior layer, near and parallel to the 
tube. The enucleation then proceeds as before. 

If the tube is to be preserved and lies at the base of the cyst behind, the 
incision is made towards the base of the anterior layer. The cyst is 
enucleated from before backwards and the anterior layer is again divided 
just in front of the tube. 

(16) Supravaginal amputation of the uterus may need consideration in 
both unilateral and bilateral affections. 

(17) In unilateral conditions, supravaginal hysterectomy is indicated 
when, as in the cases inentioned, the cyst is very intimately connected with 
the side of the uterus; similarly when the uterus is itself diseased, or when 
the ovarian tumour is of a suspicious nature (serous cystadenoma, myxoma) ; 
or when there is manifest malignancy, or again if the appendages on the 
other side have been previously removed, or finally, if the removal of the 
uterus materially simplifies the surgical treatment of the peritoneal wound, 
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It is evident that the age of the patient is also important. In young 
women, and in those old and feeble, hysterectomy will be done only in 
case of absolute necessity. On the other hand, in women in good condition 
and near the menopause, one is less conservative; and then always in the 
interests of peritonization. 

(18) The amputation of the uterus should occasionally be preceded by a 
liberation, at least partial, of the cyst. 

(19) Although bilateral disease generally justifies hysterectomy, yet 
there are cases where it need not be done. Thus, when on the side opposite 
to the cyst, one finds only a slight adnexitis, or an ovarian tumour with a 
good pedicle, or a superficial papilloma of the ovary, or when it is at first 
impossible to determine the state of affairs. The age and general condition 
should also be considered. 

(20) The operation begins by a supravaginal amputation of the uterus 
(e.g., by hemisection), when the bilaterality of the disease can be recognized 
at once, or when the patient appears to be fit to bear the operation and the 
ireatment of the peritoneal wounds will be simplified. 

(21) Amputation of the uterus at a later stage is to be considered when 
the bilateral disease is recognized only in the course of the operation. 

(22) If a supravaginal amputation would not allow the enucleation of 
the cyst, a panhysterectomy might render it possible. 

(23) Total extirpation of the uterus, primary or secondary, is indicated 
when the deeply-lying seat of the cyst has not been established at the 
beginning or in the course of the operation. 

(24) If several pelvic organs are diseased, the presence of an intra- 
ligamentary cyst would not seriously affect the choice of the operative 
technique. 

25) If the removal of parovarian cysts is habitually very easy, it is not 
the same for those with twisted pedicles and adhesions, which make their 
extirpation very difficult. 

(26) Marsupialization has its use in case of extensive adhesions or 
malignant degeneration of the tumour. It cannot always be avoided, even 
by sacrificing the body of the uterus. 

(27) Ventral fixation is cccasionally performed, not only to correct an 
abnormal position of the uterus, but also to equalize the traction on the 
broad ligaments which may be under different tension at the end of the 
operation and may thus cause a displacement of the uterus. A, GOUGH. 


Annali di Ostetricia e Ginecologia. 
November, 1924. 
*A new method of autoplasmatherapy for puerperal infections deduced and 
regulated from the novocaine-formalin reaction. R. Costa. 
Contribution to the study of jaw tumours. P. Pensa. 
*A case of erratic dermoid. G, Coen. 
December, 1924. 
*The permanent enlargement of the pelvic cavity. G. Fossati. 
*The transfusion of whole blood. G. Dossena. 
*A series of 112 intraperitoneal Cresarean sections without mortality. R. 
de Porenta. 
*Society of Obstetrics and Gynecology of Piedmont. 
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February, 1925. 
*The clinic of infantile hygiene and the school of maternity sanitary visitors 
at Milan. L. Mangiagalli. 
*Etiology of shoulder presentation. F. Corinaldesi. 
"Iso-agglutination studied in regard to morphological habit and neoplasms 
of the female genital sphere. G. Dossena and V. Lanzara. 


A new method of autoplasmatherapy for puerperal infections deduced and 
regulated from the novocain-formalin reaction. ‘The author and others have 
found a reaction, in form of a grayish powder, within 15 minutes in infective 
diseases. He finds that the precipitate inay contain two substances, one an 
antigen, the other a defensive substance. The best results are obtained 
when this defensive substance is present. In puerperal infections he uses 
30—50 drops of blood, or 150-200 drops, according as the defensive sub- 
stance is present or not. The injection produces no appreciable shock. 


A case of erratic dermoid. The tumour, as large as a foetal head at term, 
was removed from a woman five months’ pregnant. It was situated beneath 
the liver, had contracted adhesions with colon and epiploon. An extremely 
thin hard cord was traced towards the right ovary. The interest of the case 
is that through thinning and stretching of its pedicle the tumour had 
quitted its original seat and had continued to live through the adhesions 
it had contracted with colon and omentum. 


The permanent enlargement of the pelvic cavity. The operations aim at 
obtaining a congruous and permanent enlargement in the flat pelvis. They 
consist in symphysiectomy or resection of the sacro-vertebral angle, or the 
two operations combined, according to the grade of stenosis and the form 
of the pelvis. 

The transfusion of whole blood. Citrated blood is incoagulable because 
it is decalcified. If the serum of the donor agglutinates the red corpuscles 
of the recipient the fact is of little importance because its agglutinating 
action is diluted in the mass of blood. It is only necessary to determine 
the blood group to which donor and recipient belong; and for this purpose 
it is sufficient to possess the sera of Groups I and LI, since the red corpus- 
cles of Group I are agglutinated by serum of all the other groups, and the 
red corpuscles of Group IV are not agglutinated by any serum; the red 
corpuscles of Group III are agglutinated by the serum of Group II, and 
vice versd. The groups are according to the classification of Moss. 

The apparatus consists of a double glass cylinder of about 500 ce. 
capacity. The inner cylinder is paraffined, and the space between the two 
cylinders is filled with water at 37°. A pump is attached to the upper end 
of the inner cylinder, and needles for insertion into veins of the donor and 
recipient are at the lower end. 


A series of 112 intraperitoneal Cesarean sections without mortality. The most 
favourable conditions for cicatrization are in the lower uterine segment. 
First six cases by the method of Veit. Seventy successive cases by the 
method of Baisch, because more successful. Last 36 cases according to 
Opitz or Kénig. In the Opitz operation the vesico-uterine fold was opened, 
the bladder depressed, obtaining sufficient space to make a cut of 10 cm. 
in the wall of the uterus denuded of peritoneum. Only in those cases in 
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which the inferior segment was of small extent and the fold was found 
insufficiently stretched upwards was recourse had to the method of Kénig. 
The large majority of the cases had various forms of contracted pelvis. 
Three were cases of total placenta preevia, presenting grave anaemia, and 
the local conditions did not give hope of saving them by the vaginal route. 


Society of Obstetrics and Gynecology of Piedmont. Ferrari fixes the uterus 
in anteversion by abolishing the space of Douglas by creating adhesive 
inflammation. Lorenzetti, in cases of podalic presentation and ruptured 
membranes, points out that death of the foetus can be diagnosed by insert- 
ing the finger in the foetal anal orifice. In case of death the sphincter is 
relaxed. 


The clinic of infantile hygiene and the school of maternity sanitary visitors at 
Milan. The author states that while the general mortality in Italy has 
gradually diminished, infantile mortality in the first triennium has not 
tended to become less, and in the first year of life stands at 130 140 per 
1,000 born. He quotes the statistics of Reid, that in Staffordshire the 
infantile mortality among operatives was 193 per 1,000 natural births; 
among non-operatives 10; anomalies of parturition among operatives 15; 
among non-operatives 6; among the former there was, also, a notable 
number of abortions and premature births. In Paris, Elys¢e quarter, the 
mortality is 0.98 per cent., in the populous quarter of Buttes-Chaumont 2.77, 
and in that of Ménilmoutant 2.84 per cent. 


Etiology of shoulder presentation. Two categories of shoulder presentation : 
(1) primitive, (2) secondary, temporary, accidental. Etiology of (1) is 
evident : a vicious conformation causing the fcetus to assume a transverse 
position during the whole pregnancy, and repeated at each pregnancy. 
Etiology of (2) presents many obscure points, which it is the object of this 
paper to study. Its frequency is not diminishing, notwithstanding 
improved prophylaxis of pregnancy and the puerperium, improved hygiene 
of the working classes. 

Shoulder presentation is much more frequent in multigravidee than in 
primigravidee, the greatest frequency being from ii-gravidee to v-gravide, 
i.c., Which lessens after 36-41 years. Pelvic anomalies are not essential fac- 
tors in the etiology of shoulder presentation. Among fcetal causes we have 
to consider prematurity, development (deficient or excessive), death, macera- 
tion, malformations of the fcetus, compound pregnancy. The genesis of 
the presentation must be sought in an anomaly of the “ utero-foetal- 
placental ” law, which presides over accommodation of the fcetus. It is 
found that in these presentations the placenta is rarely marginal. Shoulder 
presentation is more frequent in placenta praevia at term, and its frequency 
augments with the degree of praeviaty. The uterus is distended actively 
and not passively, so that with the exercise of its proper function in 
succeeding pregnancies the uterine diastole becomes greater. After the 
fifth pregnancy the matrix slowly undergoes processes of senility which 
limit the diastolic function. 


Isoagglutination studied in regard to morphological habit and neoplasms of the 
female genital sphere. [soagglutination, discovered by Shattock in 1906, was 
shown by Landsteiner shortly afterwards to be a normal and constant 
property of human serum. Men may be classified into blood groups or 
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types which form a fixed characteristic. The groups are formed by the 
quantity of catalysis present. Four groups are formed. The authors 
sought to establish the relation between blood group and morphological 
habit, and between blood group and the various neoplasms of the female 
genital organs. For the determination of the morphological habit they 
adopted the anthropometric method of de Giovanni, and the variations are 
normal, microsplanchnic, macrosplanchnic. 

Taking 163 cases of tumours of the female genital apparatus, 68 belonged 
to blood group ii and 72 to group iv. The same predominance of these 
groups was found in cases of fibroma uteri, carcinoma uteri, simple ovarian 
cysts, and malignant ovarian tumours. They could not establish a correla- 
tion between morphological habit, morbid form, and blood group. The 
index of catalysis is hereditary. J. R. Forrest. 


Zentralblatt f. Gynakologie. 


August 2, 1924. 
The plastic restoration of distended intra-uterine conductivity. P. Strass- 
mann. 
On vaccine therapy. C. Bumm. 
Diagnosis of the lie of the child: torsion and prolapse of the cord intra- 
partum. A Demme. 
A specially favourable condition in vertex presentations. C. Calderini. 
Two cases of eclampsia. C. Shrétter. 
Tubal patency in relation to the therapy of sterility. F. Geppert. 
Transperitoneal Czesarean section in eclampsia. W. Fiirst. 
The Ruge-Philipp test for virulence of streptococci. N. Dreyer. 
The value of blood transfusion in acute and chronic anzemia.O. Khoor. 
August 9, 1924. 
Pregnancy pyelitis. E. Klaften. 
*Hexamethylenamine in post-operative ischuria. E. Weinziert, A Ecke, 
and W. Schwab. 
Agenesis of kidney. W. Dume. 
August 16, 1924. 
The Kielland forceps. H. Peters. 
The Kielland forceps. H. Heidler. 
Liittge’s serological sex determination. L. Deak. 
“Uterine cancer with ectopic pregnancy. H. Hirschberg. 
Action of Roentgen rays on blood pressure. C. Schroeder. 
Cicatricial closure of external os. Gutzert. 
Focal reaction in mud bath treatment. Stephanowitsch. 
Clinical phenomena in induced abortion. S. Weissenberg. 
August 23, 1924. 
Four ovarian dermoids including extremities. R. Meyer. 
Sampson’s theory of endometrial implants. E. Vogt. 
"The etiology of adenomyomas. H. Linden. 
Decidual tissue in the vagina. K. Ulesco-Stroganowa. 
*Cholesterol and pregnancy pernicious anaemia. Benda. 
Meningism after lumbar puncture. E. Bamberger. 
Obstetric Roentgen-stereometry. B. Archangelsky. 
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August 30, 1924. 
l,ack of nutritive substances in pregnancy. E. Opitz. 
“Case of thymus grafting in osteomalacia. E. Scipiades. 
Syphilis and obstetrics. E. Klaften. 
Means to combat criminal abortion. G. Siefart. 
High occipital presentation in eclampsia. R. Fischel. 
Plastic repair after mammectomy. E. Schepelmann. 
*Vagotonia in pregnancy. N. C. Louros. 
Utero-vaginal tamponade. H. Zacherl. 
Simplified instrument for insufflation. E. Koch. 
September 6, 1924. 
Intraperitoneal saline infusion in obstetrics and gynecology. T. Heyne- 
mann. 
Technique for insufflation of the tubes. B. Ottow. 
*Menstruation and the skin. A. Hirschberg. 
Pregnancy in hypoplastic uterus. T. Micholitsch. 
*Purulent foci and radium therapy. I. Belugin. 
An operation for uterine prolapse. H. Thomson. 
Induced abortion from the ethical standpoint. S. Galant. 
Diathermy in gynecology. I. von Biiben. 
September 13, 1924. 
*Virulence tests and operative mortality. E. Bumm. 
Virulence in streptococcal infections. EK. Philipp. 
*Radiotherapy in gynecological hemorrhage. G. Halkr. 
*Hemianopia in pregnancy. E. Holm. 
Roentgenotherapy in epilepsy and migraine. M. Fraenkel. 
Case of phlegmon in the pelvis. A. W. Chochlow. 
September 20, 1924. 
Structure of the corona radiata of the ovum. H. Hinselmanun. 
“Case of spontaneous delivery in posterior brow presentation. H. Rossen- 
beck. 
*Transmission of foetal heart beat. E. Poeck. 
*Fatality in reinfusion of own blood. H. Grossmann. 
Case of brow presentation. C. Eisenberg. 
Instrument to determine the patency of the tube. Schubert. 
Umbilical cord as suture material. S. G. Bykow. 
Clips for perineal lacerations. Koch. 
September 24, 1924. 
An unusual finding in tubal gestation. P. Strassmann. 
Duration of menstruation and foetal development. A. Szenas and O. 
Mondé. 
The significance of sacral pain in gynecology. Joachimovits. 
The controversy on Kielland forceps. K. Fink. 
Radiotherapy for gonorrhceal Bartholinitis. H. Sieber. 
Boy or girl?) W. Oppenheimer. 
A new ergot preparation. J. Finger. 
Improvements in the use of catgut. M. Blaumberg. 


Hexamethylenamine in post-operative ischuria. Weinziert, Ecke and Schwab 
report good results from the use of intravenous injections of 4o per cent. 
hexamethylenamine in post-operative retention of urine in gynecological 
and obstetrical cases. Schwab throws out the warning that the adminis- 
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tration should be discontinued at once if signs of irritation of the bladder 
supervene. 


Uterine cancer with ectopic pregnancy. Hirschberg records a case of coin- 
cident tubal pregnancy and carcinoma of the cervix. Microscopic examina- 
tion indicated that the cervical cancer had preceded the tubal gestation. 


The etiology of adenomyomas. Linden considers that the difference in the 
anatomical and clinical features of adenomyomas can be explained by a 
difference in their etiology. Some result from the penetration of uterine 
mucosa into a less resistant underlying musculature, whilst some arise as 
secondary implantations of ruptured tarry ovarian cysts. The menstrual 
blood and the contents of the cysts are productive of irritation. 


Chloresterol and pregnancy: pernicious anemia. In contrast to the usual 
cholesterolemia in pregnancy Benda found a decrease in the cholesterin 
content of the blood in two cases of pernicious anamia in pregnancy. 
Atrophy of the suprarenals was found post-mortem, contrary to the hyper- 
trophy of normal pregnancy. It may therefore be assumed that the supra- 
renal deficiency causes a decrease in the amount of cholesterin which is then 
no longer adequate to resist the haemolytic action of the toxins in preg- 
nancy. 


Case of thymus grafting in osteomalacia. Scipiades records benefit from 
grafting the thymus of a new-born infant into the abdominal wall of a 
pregnant woman suffering from eclampsia. There has been no recurrence 
during the three or four months which have since elapsed. The results of 
this case, as well as his experimental research, confirm the author’s convic- 
tion that osteomalacia is produced by deficient functioning of the thymus. 


Vagotonia in pregnancy. [ouros shows that the injection of epinephrin 
produces a continually increasing hyper-irritability of the vagus during 
pregnancy. This is accompanied by a lowering of the blood pressure curve 
from hypofunction of the sympathetic. A paradoxic increase of pressure 
is due to local changes in the vessels by substances elaborated in pregnancy. 
The injections must be administered subcutaneously and the resulting 
blood-pressure curve may be taken as an index of the pregnancy vagotonia. 


Menstruation of the skin. Hirschberg reports a case in which ecchymoses 
on both thighs regularly occurred eight or ten days before each menstrual 
period. The ecchymoses were the size of the palm of the hand and were 
not painful or tender. Hirschberg believes the condition to be due to 
increased permeability of the blood vessels from menstrual irritation, 
associated with endocrine deficiency, 


Purulent foci and radiotherapy. Belugin calls attention to the frequency 
of death from peritonitis or general septicaemia in cases of carcinoma of 
the uterus treated by radium. Autopsy showed that the radium had 
destroyed the capsules of purulent foci in the pelvis. He suggests that 
auto-immunization should precede radium therapy in such cases. 


Virulence tests and operative mortality. Using the Ruge-Philipp test Bumm 
found virulent streptococci in about 20 per cent. of women with cancer of 
the cervix. In cases with operable tumours the incidence was about ro per 
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cent. The high surgical mortality is due to these cases. Of four women 
with virulent streptococci three died and the fourth recovered after a severe 
abscess; whereas of 68 women with avirulent streptococci only one died. 
The significance of virulence was also observed in cancer of the vulva. 
J,ocal disinfection with cautery and silver nitrate and the use of inoculations 
and vaccines to increase immunity, have produced no results. Bumm 
considers that operative measures are contra-indicated, and even radium 
must be used with caution, in women with virulent streptococci. 


Radiotherapy in gynecological hemorrhages. In menorrhagia and _ metror- 
rhagia of non-cancerous origin Halter states that radiuin should be employed 
in the uterus and not in the vagina as the walls of the uterus are thicker 
and therefore less liable to injury. In climacteric haemorrhages the rays 
are employed in small doses, so as to maintain menstruation, even if slight. 
The results of radium therapy are better than those of Roentgen-rays, 
especially in cases of menorrhagia. 


Hemianopia in pregnancy. Holm refers to American observations in which 
it is stated that bitemporal hemianopsia is a regular phenomenon at the 
end of pregnancy. He endeavoured to ascertain whether labour pains are 
more severe in cases with hemianopia. The condition is considered to be 
due to enlargement of the pituitary gland, which may be accompanied by 
an increased functioning of the gland. As hemianopia was only encountered 
in one out of 45 pregnant women no definite conclusions could be drawn. 


Indirect transmission of the foetal heart-beat. The fcetal heart impulses were 
transmitted and perceived through a rubber catheter passed into the bladder 
prior to the application of forceps. The heart of the child proved to be 
normal, 


Fatality in re-infusion of own blood. Grossmann records a case of ruptured 
ectopic pregnancy in which heemoglobineemia and death followed reinfusion 
of own blood. The death was considered to be due to intoxication from 
the blood in the abdominal cavity which had been biologically modified by 
reinfusion. The hzemoglobinemia, slight and transient, may manifest 
itself in haemoglobinuria and may be a toxic phenomenon. Grossmann 
concludes that owing to the uncertainty as to the quality of the blood, 
reinfusion of extravasated blood should only be employed when saline 
¢nfusion fails. FE. EF: 


Muenchener Medizinische Wochenschrift. 


August 1, 1924. 
‘Surgery of uterine cancer. J. Thies. 
“Treatment of puerperal fever. H. Kiehne. 

August 15, 1924. 
*Treatment of gynecological hemorrhages. J. Borak. 
‘Uterine cancer and alimentary leucopenia. W. Simon. 
Artificial abortion. Schiile. 

August 22, 1924. 
Social insurance and obstetrics. Zangemeister. 
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August 29, 1924. 
*The treatment of infected abortion. W. Simon. 
Heredity of club foot. J. Kochs. 
Incarcerated hernia of the umbilical cord. Fowelin and Bode. 
September 19, 1924. 
*Endocrine relations of mother and foetus. H. Sellheim. 
September 26, 1924. 
Heredity of nevi. F. Lenz. 
October 3, 1924. 
*The sweat in menstruation. O. Polano and Kk. Dietl. 
October 24, 1924. 
*Fully-developed foetus of 229 days. A. Heyn. 
October 31, 1924. 
Syphilis of the third generation. H. Czickeli. 


Surgery of uterine cancer. Thies found that when the ovaries were con- 
served better results were obtained than with the complete Wertheim 
operation. He operates in two stages for the so-called inoperable cancers, 
first making an artificial anus, and later, when the putrid process has 
stopped, extirpating the genital organs together with the rectum or bladder. 


Treatment of puerperal fever. Kiehne halved his mortality in puerperal 
fever by the introduction of injections of arsphenamin and mercuric chloride. 


Treatment of gynecological hemorrhages. For menorrhagia Borak irra- 
diates the spleen and liver, and avoids irradiating the ovaries in young 
women. This procedure he reserves for women about the menopause. 


Uterine cancer and alimentary leucopenia. Alimentary leucopenia was found 
by Simon in 29 out of 32 women with cancer of the genital organs. This 
condition disappeared in 16 out of 17 clinically cured cases. 


Endocrine relation of mother to fetus. Sellheim discusses the significance 
of the anti-testicle ferments which were found by Liittge in the blood of 
women carrying male foetuses as well as in the blood of these foetuses. He 
considers that the latter, together with the anti-placenta ferments were 
transmitted from the mother to the foetus. He thinks that the growth of 
maternal parts is activated by the fcetal hormones, and is more pronounced 
when the mother is young. 


The treatment of infected abortion. Great diversity of opinion prevails on 
the results of treatment. Winter’s statistics, based on 24,000 cases, shows 
a mortality of 2.9 per cent. with active treatment and of 1 per cent. with 
conservative treatment. Dietrich gives a mortality of 4.5 per cent. with 
active, 1.4 per cent. with expectant, and 5.4 per cent. with conservative 
treatment. In a commencing infected abortion Simon waits if the os is 
closed and administers quinine. If the os admits the finger he adopts 
active measures with forceps and curette unless the patient has been.treated 
by someone else, or bleeds longer than three days. If the os is closed and 
the foetus has been expelled he waits until the fever ceases before curetting. 
Extra-uterine location of the infection constitutes a contra-indication for 
active treatment. 
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The sweat in menstruation. On testing the influence of the kneading of 
yeast dough by menstruating women on the fermentative activity of the 
yeast, Polano and Dietl found an alteration in the speed of fermentation, 
which they attribute to the higher content of cholin and creatinin in the 
sweat during menstruation. 


Fully developed foetus of 229 days. Heyn records a case of pregnancy of 
229 days’ duration. The child measured 50cm. in length and weighed 
2,980 grammes. The mother had been examined in the eleventh week, and 


the findings were then considered to be consistent with the alleged date of 
the pregnancy. FB. EB. FY. 


Monatsschrift fir Gebirtshilfe und Gynakologie. 


Vol. Ixviii, No. 4, February, 1925. 

*Adherent placenta and its relation to so-called ‘“ diverticular ”? pregnancy. 
E. Lehmann. 

*Methods of induction. K. Kaiser. 

*Statistics on abortions. M. Gerstmann. 

*The problem of eclampsia. E. Matthias and A. Pincsohn. 

*The differential diagnosis of eclampsia. I. Teiber. 

*Acute yellow atrophy of the liver after childbirth. F. Gross. 

*The origin and treatment of leucorrhoea. E. Loewenstein. 

*Puerperal sepsis with severe complications cured after eight months. M. 
Greiffenberg. 

*Struma ovarica. J. Koerner. 

*Ultra sunlight treatment. E. Kleemann. 

*Tleus after ventrifixation. B. Markus. 

Vol. Ixviii, Nos. 5-6, March, 1925. 

"Intrauterine foetal atrophy. J. Umbach. 

*Pseudocyesis. H. Doerfler. 

*Statistical consideration of births from July, 1912, to December, 1920, with 
special reference to war conditions. E. Blumenfeld. 

"Intrauterine respiratory movements of the foetus. W. Walz. 

*A case of full-term extrauterine pregnancy with a living child. H. Dehler. 

*A statistical study of icterus neonatorum simplex. F. C. Hilgenberg. 

*The importance of unstriped muscle in the causation of gynzecological 
pain. F. Siegert. 

*Pain in gynecology; its origin, significance and treatment. A. Landeker. 


Adherent placenta and its relation to so-called diverticular pregnancy. Leh- 
mann concludes that Piskacek’s descriptions of the various uterine diver- 
ticuli are all of the same condition, differing only in degree. It is 
inconceivable to him that a foetus could be adequately nourished by a 
placenta implanted wholly on the thin wall of a diverticulum, and that it 
could be delivered through a totally unprepared uterus. The post-partum 
appearances, as shown in the post-mortem described, are deceptive, as the 
thicker wall contracts down leaving the ‘‘ diverticulum ”’ looking relatively 
large compared to the uterus, the opening to which is also made to appear 
relatively small. The cause of this condition is closely bound up with an 
inadequately functioning decidua, which allows the placental villi to invade 
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the uterine musculature too deeply. This defective action may be due to 
scarring from a ‘previous difficult labour, or to an infantile state of develop- 
ment. 


Methods of induction. Kaise1 discusses methods of dilating the cervix. 
He considers Hegar’s dilators likely to tear the cervix, vaginal packs slow 
and liable to cause infection, and laminaria tents good but difficult to 
sterilize. He therefore recommends the use of the ‘‘ metranoikter ’’ (Schatz, 
Héhne), which consists of a metal rod divided transversely, and bound 
together by a band of varying tension; this had a special introducer, can 
be boiled, and produces a slow dilatation in 5-20 hours. Abortion generally 
follows spontaneously, or can be concluded with a large curette. 


Statistics on abortions. The general conclusion is that in cases with 
pyrexia an abortion should be cleared out if there are no clinical signs of 
para- or perimetritis, salpingitis, peritonitis, pyaemia or sepsis, and if the 
patient’s general condition, and especially her pulse, permits; naturally 
the results are better in non-criminal cases, and where the os is still open, 
and where there has been no previous treatment. In other cases conser- 
vative treatment is best. 


The problem of eclampsia. The case of a multipara with Bright’s disease 
of some years’ standing (as shown by hypertrophy of the left ventricle) is 
described where eclamptic symptoms were entirely masked by those of a 
large perirenal haematoma, necessitating a laparotomy, and causing 
premature labour. The patient died six days later, and the post-mortem 
showed changes in kidneys, liver, myocardium, etc., pointing to eclampsia. 
The old nephritis, besides predisposing to eclampsia, had presumably 
damaged the vessels of the kidney, which had given way under the acutely 
increased blood pressure caused by the arterial spasms of eclampsia. 
Sufficient blood was withdrawn from the circulation to diminish the toxic 
bodies present, so that the more usual symptoms of eclampsia did not 
develop. 


The differential diagnosis of eclampsia. Teiber reports two cases sent into 
hospital as eclainpsia, with sudden onset of unconsciousness in pregnant 
women, of which one was an encephalitis following salvarsan intoxication, 
and the other cerebrospinal syphilis. Both cases showed well-marked 
signs of involvement of the nervous system. 


Acute yellow atrophy of the liver after childbirth. Several interesting points 
occur in the reported case. Apart from jaundice and a tendency to 
hemorrhage, the symptoms pointed rather to eclampsia than a liver 
atrophy, while the disease was manifested the day after delivery and 
terminated fatally within twenty-four hours. In view of the fatal prognosis 
it is important to investigate fully all cases of jaundice in pregnancy which 
last any length of time. 


The origin and treatment of leucorrhea. After emphasizing the evils of 
vaginal douching for ‘ toilet ’? purposes, which may in itself give rise to 
a discharge, Loewenstein deals with several forms of leucorrhoea, in which 
the discharge is merely a symptom of a general condition, and should on 
no- account be treated locally by douching. The first of these is a form 
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due to the presence of threadworms, which wander out of the anus into the 
vagina, setting up a local inflammation; general treatment for worms 
should be accompanied by the swabbing out of the vagina with an acid 
solution, packing for 24 or 48 hours, and if necessary the introduction of 
an acid ointment; this prevents further access of worms to the genital 
tract. The second type is one occurring in abnormally nervous women, 
who are over-sensitive to the slightest over-secretion ; douching is specially 
to be avoided in these patients, and general or psychotherapeutic measures 
should be employed; local treatment may be used occasionally for its 
psychic effect. Thirdly, economic conditions may cause leucorrhoea in 
working women, through chlorosis and anemia due to unhealthy condi- 
tions of work, and here again treatment should be directed not to the local 
but to the general condition. 


Puerperal sepsis with severe complications cured after eight months. 
This case was admitted to hospital on the eighth day of the puerperium on 
account of hemorrhage, fever and rigors, due to a partially retained 
placenta. During eight months’ illness the patient had at different times 
right and left parametritis, thrombosis on the right and left thighs, endo- 
carditis on an old incompetent mitral valve, repeated pulmonary emboli, 
a pulmonary abscess with pleurisy, severe anzeimia, and a cerebral embolus. 
Yet she recovered completely. At no time had she a positive blood culture, 
and the only remedy apparently of any avail, besides the energetic use of 
cardiac stimulants, was the prolonged use of quinine and urethane. 
Ligature or removal of the thrombosed pelvic veins was contraindicated by 
the heart condition. 


Struma ovarica. Koerner describes a case which supports the view that 
a malignant ovarian tumour may arise from a unilateral teratoma. His- 
tology is the final guide, and the diagnosis is certain if a colloid-forming 
epithelium is seen with a tendency to embryonic growth in the connective 
tissue, and in close relation to the vessels. 


Ultra-sunlight treatment. These rays are produced by an are light between 
carbon electrodes impregnated with metal, and have none of the burning 
rays of ultra-violet light. Local applications have given good results in 
leucorrhoea, salpingitis, parametritis, cervicitis, ulcers, ete., though as yet 
in insufficient numbers to be quite conclusive. Disturbances of ovarian 
function and dysmenorrhcea are also to be treated by this method. 


Ileus after ventrifixation. © Markus describes a case in which a loop of 
small intestine was caught between the anterior abdominal wall and the 
uterus, an accident which had apparently happened repeatedly as there 
was considerable scarring in the mesentery. The obstruction was relieved 
and the uterus removed supravaginally. The mesenteric scarring together 
with adhesions formed at this operation later caused a second obstruction. 
This danger and that of adhesions forming at any laparotomy have decided 
Markus against any of the direct ventral fixation methods and he now uses 
the Alexander-Adams method of shortening the round ligaments at the 
external abdominal ring, accompanied where necessary by a_ perineor- 
rhaphy. 
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Intrauterine foetal atrophy. The changes which occur in this condition are 
closely parallel to those occurring in autolysis outside the body. Resorp- 
tion of the dead embryos does not take place by means of maternal or foetal 
so-called ‘‘ wandering ” cells, which are the dead cells of foetal organs, 
altered by autolysis, and unable to perform any function. The histological 
differences between an ischzemic infarct and an atrophying foetus are chiefly 
due to the almost complete isolation of the dead foetus from any metabolic 
exchange with the maternal tissues. 


Pseudocyesis. Doerfler gives a detailed description of four cases of this 
condition and emphasizes its hysterical origin. Though certain internal 
or external impressions, such as desire or fear of pregnancy or a mis- 
diagnosis, may play some part in its causation, there is always some mental 
instability. The various symptoms may all occur separately in other types 
of hysteria, and while the delusion itself may be eradicated, the treatment 
of the underlying mental condition presents a much more difficult problem. 


Statistical consideration of births from July 1912, to December, 1920, with special 
reference to war conditions. The average weight of the infants born in 
Essen during the war was found to increase slightly, though the average 
weight of the mothers was lower—facts which Blumenfeld attributes to the 
large increase of carbohydrate in the diet, combined with the fall in protein 
and fat. The number of mothers able to nurse their babies satisfactorily 
fell considerably, the deficiency being rather in the quantity than the 
quality of the milk. The total number of births fell, while the number of 
boys born exceeded that of the girls by 115.5 to 100, as against the normal 
104 :100. Blumenfeld does not agree that the preponderance of male births 
depends on the occurrence of conception in the post-, inter- or pre-menstrual 
period. 


Intrauterine respiratory movements of the fetus. Walz, in answering Dy- 
roff’s criticisms of a previous article, again emphasizes the importance of 
the respiratory movements of the foetus in sucking venous blood back into 
the thorax. He considers that some such means is essential in dealing 
with the need of the foetus for a plentiful supply of blood, and also that 
some means of regulating the oxygen supply, i.e., an active respiratory 
centre, must exist, as it is inconceivable that this function is instanta- 
neously established at birth. 


A case of full-term extrauterine pregnancy with a living child. The diagnosis 
in this complicated case was only finally established by laparotomy, as 
most of the usual signs were not obtainable owing to extreme abdominal 
tenderness. Dehler recommends waiting till the child is viable and removing 
the placenta and membranes at the operation, wherever this is feasible, as 
it was in the case described, though it entailed removal of the uterus and 
both adnexa. 


A statistical study of icterus neonatorum simplex. Hilgenberg’s figures show 
that 68 per cent. of the new-born suffer from jaundice, generally starting 
on the second or third day, lasting two to four days, and usually of a mild 
degree. Prematurity, operative delivery and primiparity are predisposing 
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conditions, while male- infants are more often affected than female. No 
factors affecting duration or intensity have been found, and apart from loss 
of weight, no ill-effects appear in the children. 


The importance of unstriped muscle in the causation of gynecological pain 
In this detailed article Siegert emphasizes the difference between the tonic 
and kinetic functions of muscle cells ; the former is dependent on the condi- 
tion of the sarcoplasm, uses up no energy and is earlier deranged, as a 
rule, than the kinetic. Either of these functions can be abnormally aroused, 
causing pain, by normal stimuli acting on abnormally sensitive muscle 
tissue (a condition sometimes due to local inflammation, injury or tumour 
formation), or by abnormally strong stimuli acting on normal muscle cells. 
These stimuli may be due to increased conductibility of nerve fibres, to 
deranged endocrine activity, or to irritation of distant organs causing reflex 
effects. A labile nervous system (hysteria) may cause spasm and _ allied 
symptoms, such as nausea (in cases of gastric spasm). If the origin of 
muscular spasm in the female genital tract were more accessible to investi- 
gation, pelvic pain would be much better understood, and therefore better 
treated. 


Pain in gynaecology: its origin, significance, and treatment. J,andeker differen- 
tiates clearly between pain actually due to pathological conditions, and 
pain due to psychological disturbances, referred to the genital tract. Pain 
of the former type is generally distinctive for each definite condition, among 
which faulty spinal balance and tender nerves following inflammation must 
be considered as well as purely gynecological conditions. Normal func- 
tion may cause pain, where there is a static disturbance or altered endo- 
crine activity affecting the colloidal state of the muscle cells. It is essential 
to estimate the source of pain correctly, that general, psychic or local 
treatment may be provided as required. Superficial tender spots should 
be found and avoided in making a pelvic examination. Landeker recom- 
mends the therapeutic use of ultra-violet light, foreign protein reactions, 
diathermy and bath cures, and in some cases psychotherapy in addition. 

Dorotuy N. L. LEVERKUs. 


Bulletin de la Société d’Obstétrique et de Gynécologie de 
Paris, etc. 
No. 7, 1924. 
SOC. D’OBST. ET DE GYN. DE PARIS. 
Difficulties in diagnosis in certain cases of placenta praevia and _ retro- 
placental hemorrhage. P. Cerné. 
Spontaneous rupture of a parovarian cyst during pregnancy. Lantuéjoul 
and Réglade. 
*Remarks on the use of filtrates of bacterial cultures as local applications. 
Potocki and Fisch. 

The cycle of inoculation, incubation and filtration is repeated until the 
organism no longer grows in the filtrate, which is then known as a 
saturated filtrate. Experiments seem to have been chiefly with staphy- 
lococci and B. coli. In the case of the staphylococci a saturated filtrate is 
potent against all strains of staphylococci; with the B. coli there are strains 
which grow in filtrates saturated against another strain: in this case one 

N 
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repeats the cycle until the subsequent strain no longer grows after inocula- 
tion: it is not stated how many varieties of coli have been determined. 
The authors suggest that the saturated filtrate be used as a local anti- 
bacterial application. 

Indications for pelviotomy. Discussion of the paper by M. Palacios Costa, 
June, 1924, by Bouffe de Saint Blaise, le Lorier, Brindeau, and Couve- 
laire. 

SOC. D’OBST. ET DE GYN. D’ALGER. 

Intrauterine cry of the foetus before an application of forceps at the upper 
strait. J.-M. Rouvier. 

Conservative Caesarean section in a case of centro-lateral placenta preevia. 
J.-M. Rouvier. 

A case of post-abortum tetanus. Houél and Sudaka, 

A case of extension of uterine cancer after radium-therapy. Cabanes. 

Torsion of the Fallopian tube at the ninth month of pregnancy. Cabanes. 


SOC. D’OBSTET. ET DE GYN, DE BORDEAUX. 

Utero-pelvic thrombophlebitis, probably suppurated, terminating in spon- 
taneous cure. Pény, Mangier, and Boursier. 

A case of phlegmasia alba dolens of early onset and recurring in subse- 
quent pregnancy. Andérodias and Gandy. 

Interstitial fibroid and ovarian cyst. Guyot and Jeanneney. 

Concerning a case of necrotic fibroid. Roche. 

Pregnancy and labour in a woman with Rogers’ disease. Andérodias and 
Gandy. 

A case of blood mole. Péry, Boursier, and Mangé. 

Triplet pregnancy with three different presentations. Forget. 

Encephalitis of facial paralysis variety in a pregnant woman, Parkinsonian 
syndrome. Death after three years. Forget. 

Paratyphoid in a pregnant woman treated by Rodet serum. 


SOC: D’OBST. EL DE GYN. DE LILEE:. 
Recurrent tubal pregnancy. J. Vanverts. 
Fibromyoma separated from the uterus, operation: laparotomy three 
years later for cancer of the cervix. Réne le Fort. 
Amaurosis and eclampsia. H. Paucot. 
Partial contracture of the uterus with head presentations. Ishecque and 
H. Paucot. 


SOC. D’OBST. ET DE GYN. DE NANCY. 
Gangrene of a finger after hysterectomy. Binet and Reny. 
Thrombosis of a varicose vein during the puerperium: extirpation. 
Hamant and Vermelin. 
Concerning high-seated pain in ectopic pregnancy. A. Guillemin. 
Some cases of genital tuberculosis. A. Guillermin. 
Multiple congenital malformations due to amniotic bands. Froelich. 
Severe meleena in the neonate, blood transfusion : cure. H. Vermelin and 
P. Michon. ; 
ate sequelie of genital tuberculosis. Heully. 
Genital tuberculosis : its diagnosis and treatment. Barthélemy. 
Myomectomy and pregnancy. Fruhinsholz, Michel, and Hamant, 
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SOC. D’OBST. ET DE GYN. DE -TOULOUSE. 

“Two (new) cases of cholecystitis developing during pregnancy. Laurentie. 
Additional to the 105 collected and reviewed in Revue frangaise de Gyn. 

et d’Obst.,” April, 1924. 

Severe symptoms of B. coli infection simulating appendicitis ; exploratory 
laparotomy : spontaneous abortion. Cure. Laurentie. 

*Utero-placental apoplexy. Audebert and Fournier. 

An illustrated detailed account of this case is to be published later in 

Gynécologie et Obstetrique. 

“Cancer of the vagina treated by radium during pregnancy. Disappear- 
ance of the tumour: normal delivery at term. R. Garipuy. 

Apparent cure maintained ten months after treatment. 

Fibroid or pregnancy? Difficulties of differential diagnosis : hysterec- 
tomy. Audebert and Fournier. 

Three cases of central placenta praevia. Baux. 

Retroflexion of the uterus and fibroid incarcerated in the pouch of Douglas. 
Hysterectomy. F, Fournier. 

Fibroid of uterus and both ovaries. Laurentie. 

An accident due to the use of a laminaria tent. Laurentie. 

Imperforate hymen and hzematocolpos. Laurentie. 

Normal rapid delivery during malarial attack. Death 30 minutes later 
(autopsy not permitted). Laurentie. 

Urethro-vaginal fistula of obstetrical origin. Cystitis. Removal of a 
large vesical calculus by cystostomy and subsequent spontaneous cure 
of the fistula. Laurentie. 

Indication of Caesarean section after the ‘“‘ test of labour” in two cases 
of (slightly) contracted pelves. Garipuy. 

Two cases of transverse vaginal partitions during labour. Audebert. 

Dystocia due to oversize of foetus. Difficulty of diagnosis of life of foetus. 
Poux aid Rascol. 

Post-partum pernicious anemia (syndrome de Biermer). Garipuy and 
Bounhoure. 

Wide destruction of the vesico-vaginal septum caused by traction on a 
pessary : cure by hysterocleisis. Laurentie. 

Concerning abortion induced in cases of pulmonary tuberculosis and 
pregnancy. Laurentie. 

Stenoses of obstetrical origin of the genital passages. Laurentie. 

Uterine fibroids and sterility ; bad effects of a curettage : pregnancy after 
treatment by “ gynocrinol.’’ Cardio-pulmonary complications, sup- 
puration of fibroids during the puerperium. Hysterectomy. Cure. 
Laurentie. 

Metritis of young married women and culture of the semen of the husband. 
J. Martin. 

Rapid cure (48 hours) of two cases of pyelonephritis of pregnancy treated 
by the bacteriophage of d’Hérelle. Alphonsi. 

Cure of a pyelonephritis of pregnancy soon after the delivery. Audebert 
and Gay. 

Syphilitic nephritis and pregnancy. Saripuy and Bounhoure. 

Osteomyelitis of the neonate. Audebert and Baillat. 

Two cases of delayed Cesarean section. F. Fournier. 

Deep tear of the right lateral vaginal wall without perineal lesion in a 
primigravida. Poux and Rascol. 
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Sacro-coccygeal teratoma. Audebert and Baillat. 

Rupture of pyosalpinx into the peritoneal cavity. Bounhoure and Baillat. 

Pseudo-peritonitis due to ascaris; post-operative and post-artum. Baillat 
and Galy-Gasparrou. R. A. HENDRY. 


Medical Science: Abstracts and Reviews. 


The following abstracts are reprinted from ‘‘ Abstracts and Reviews ”’ by 
kind permission of the Medical Research Council. 


Expe-imental researches on the relation between the spleen and the testicles and 
the ovaries. (Giunta, A. Policlin., 1924, 31, Sez. Chir. 82. Abstracted 
from ‘‘ Medical Science : Abstracts and Reviews,’’ 1924, x, 6, 507. 

This paper roves over the field of interglandular relationships. The 
experiments consisted of splenectomies on 120 rats with 50 controls. They 
were arranged in three groups according to age-weight, and in each group 
some were killed and examined at intervals of 15, 30, 50, 90 and 150 days. 
The investigations were confined to a record of the weight of the excised 
thymus, testicles, ovaries, and body-weight; all were averaged and com- 
pared with controls of the same group and series; the histology of the 
organs was recorded in each group and series. In all but the earliest series 
of the first group—that is, the youngest animals—the testicles show an 
early and progressive involution, which is evinced not only by diminution 
in weight but by histological evidence of atrophy and even necrobiosis. 
The retrogressive changes affect mainly or solely the spermatogenic cells ; 
the interstitial cells often giving evidence of active proliferation. The 
thymus showed sometimes a slight hyperplasia in young animals but 
involution was more rapid and intense. Notwithstanding the general 
tendency to diminution in size and weight of the testicles of adult animals 
after splenectomy as compared with controls, sexual appetite appears to 
be increased, and the author suggests that this is bound up with the increase 
of interstitial cells. The conclusion put forward is that between spleen and 
testicles there exists a relation analogous to that known to hold between 
those organs and the thymus; that the complicated inter-relationships of 
the sexual glands and the various components of the hamolymphatic 
system still require a great deal of elucidation. E. Rock CARLING. 


Presence of the microorganism of measles in a stillborn infant. Ritossa, P. 
Pediatria, 1924, 32, 513—22. Abstracted from ‘‘ Medical Science : Abstracts 
and Reviews,” 1924, x, 6, 518. 

Ritossa reports a case in which the organisms described by Caronia 
(minute micrococci) were found in the various organs of a stillborn eight 
months’ foetus, whose mother was suffering from measles at the time of 
delivery. They were most numerous in the liver and spleen and less 
abundant in the bone-marrow and kidneys. J. D. ROLLESTON. 


On the congenital absence of both ovaries. Olivet, J. Frankf. Ztschr. and 
Path., 1923, 29, 477. Abstracted from ‘ Medical Science: Abstracts and 
Reviews,’’ 1924, x, 6, 508. 

According to the author the cases of congenital absence of both ovaries 
hitherto recorded have been described without sufficient precision, and are 
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therefore doubtful. The case on which this paper is based has been care- 
fully investigated, both macroscopically and microscopically, and should 
be considered as the only instance of the malformation in question. This 
was associated with hyperplasia of the oxyphil cells and hyperaemia of the 
pituitary body, and the pubic and axillary hair was well developed. In 
connexion with the present case the author adds some general considera- 
tions on castration and points out that a hypertrophy of the hypophysis 
occurs regularly both in man and animals after early castration, while the 
influence of late castration on the same gland is variable. Undoubted cases 
of early castration in women are not available. In man early castration 
gives rise to gigantism, provided the testes have been entirely removed ; 
the activity of the pituitary body is normal or increased and a tendency to 
body growth pre-exists. Where the secondary sexual characteristics are 
missing the pubic and axillary hair assumes in man and woman a special 
character which should be termed asexual. C. Da Fano. 


A study of the metabolism in the under-nourished infant. S. B. Fleming and 
H. S. Hutchison. Quart. J. Med., 1924, 68, 339-55. Abstracted from 
“* Medical Science : Abstracts and Reviews,’ 1924, xi, 1, 17. 

The infants examined were admitted to hospital in various stages of 
malnutrition. Specific morbid conditions were, as far as possible, excluded, 
as were cases showing gastro-intestinal disturbances. The group of cases 
may therefore be regarded as suffering from the condition usue'l known as 
marasmus or athrepsia. 

The marantic infant showed no defect in fat absorption s compared 
with healthy children on similar diets. Both the total quantity of fat 
absorbed and the percentage of ingested fat absorbed were the sime in the 
two groups. In marasmic infants, as has been shown by other workers, 
the absorption of nitrogen balance was found, even while the subject was 
losing weight. No data can be given as to the carbohydrate absorption, 
but the authors have confirmed the work of Guy, who has shown that a 
slight degree of hypoglyczemia is present in marasmus. 

Estimations of the caloric values of food and faeces showed that the loss 
of calories in the faeces is practically the same in marasmus ané ‘n health, 
and that it is directly proportional to the feeces weight. 

The respiratory quotients of marantic infants do not suggest any failure 
in the oxidation of the absorbed food products: the basal metabolism of 
such infants is, however, as soon as they become about 35 per cent. below 
the expected weight for their age, abnormally low, and the more marked 
the malnutrition the lower the basal metabolism. A similar fall in the 
basal metabolism is, however, met with in emaciated infants suffering from 
such conditions as pyloric stenosis, prematurity, and congenital obliteration 
of the bile ducts. The metabolic disturbance appears therefore to result 
from the emaciation accompanying the marasmus, and is in no way the 
cause of the marasmus. 

The authors conclude that the marantic condition is brought about by 
inanition, and this inanition is usually the result of insufficient diet or 
gastrointestinal disturbance. O. L. V. DE WESSELOW. 

The repair of large abdominal hernie by muscle transplantation. K. Mackenzie. 
Brit. J. Surg., 1924, 12, 28. Abstracted from ‘‘ Medical Science : Abstracts 
and Reviews,”’ 1924, xi, I, 33. 

Mackenzie has devised a useful method of dealing with very large 
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abdominal herniz which are not capable of being closed with the tissues 
available in their immediate vicinity. He devised it in the first place for 
a case in which a portion of the abdominal wall had been shot away, in 
which the intestines had protruded and there had been much suppuration. 
After replacing the intestines in the abdomen he dissected free the tensor 
fascial femoris muscle and swung it across to fill the hernial open- 
ing. In freeing the muscle he had taken care to take with it a free edge of 
the associated fascia ; this he so stitched in the neighbourhood of the hernial 
opening that the fascial branches overlapped the adjacent abdominal fascia 
by fully an inch. The reasons for choosing fascia femoris were as follows : 
(1) Its attachment to the spine of the ileum is of small size and allows of 
easy swinging of the muscle. (2) The nervous and vascular supplies in 
the muscle are very high up, and, therefore are scarcely stretched when the 
muscle is in its new position. (3) The loss of this muscle is of small 
account to the limb. C. C, CHOYCE. 


1. On factors of childbirth, M. Almagia. Arch. Farm. Sper., 1924, 37, 9. 

2. Action of autolyzed fetal emulsions on childbirth, G. Favilli. Speri- 
mentale Arch. de biol., 1923, 77, 145. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,”’ vi, 1, 42. 

According to Almagia the injection of a small quantity of a homologous 
and autolyzed foetal emulsion into pregnant animals is sufficient to cause 
the birth of the young or abortion. Injections of either heterologous or 
fresh foetal emulsions are without effect. Favilli has repeated Almagia’s 
experiments and has come to the conclusion that abortion can be obtained 
by injections of autolyzed emulsions both of foetal and adult tissues, no 
matter whether homologous or heterologous ; the abortion seems, therefore, 
due not to the nature of the autolyzed emulsions, but to their toxic action. 

C. Da FAno. 


The importance of the reaction of media for gonococcus (citric acid media). 
Ikomi, I. Centralb. f. Bakteriol., Abt. I, 1924, 92, Orig. 61-4. Abstracted 
from ‘‘ Medical Science : Abstracts and Reviews,”’ 1924, xi, 1, 46. 

The author found that when gonococcus growths were poor upon alkaline 
ascitic agar or absent in horse-serum agar they were abundant when citric 
acid was added in the amount of 0.4 ccm. N citric acid to 100 ccm. of the 
medium. W. BULLOCH. 


A simplified dosimetric method in gynecological deep Roentgen therapy. West- 
man, A. Acta Radiographica, 1924, 3, 68-75. Abstracted from ‘‘ Medical 
Science : Abstracts and Reviews, 1924, Xi, I, 53. 

The author has described a simplified method for measuring the distribu- 
tion of radiation within the pelvis in gynzecological deep Roentgentherapy. 
A phantom has been made of wax-plastic, corresponding to the pelvic- 
region of a heavily built patient. A certain number of cylindrical holes 
have been made in the phantom, extending to half its depth. The poles 
are made just so large that the ionization chamber of an ordinary conto- 
quantimeter can be introduced into them. In this way measurements may 
be carried out at different places within the phantom. The author has tried 
to find the conditions for uniform intensity throughout the pelvis and finds 
that the best approach to this is got by employing four fields of entry for 
the rays, the skin-focus distance being 60 cm. S. Russ. 
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Congenital narrowing of the duodenum in infants. M. Pehn and A. Auberge. 
Arch. de méd, d. enf., 1924, 17, 398—419. Abstracted from ‘‘ Medical 
Science : Abstracts and Reviews," 1924, xi, 2, 68. 

This paper is not in any way original, but gives a resumé of the litera- 
ture of the subject which is very complete from the standpoint of French 
medicine. The various theories as to the causation of the narrowing are 
discussed. The authors qualify their remarks at the commencement by 
stating that they refer to cases of duodenal stenosis which are compatible 
with life. The cases which they quote ranged from birth to young adults. 
The symptoms are described in detail. The bibliography is extensive. 

D. PATERSON. 


The use of X-rays in the diagnosis of congenital pyloric stenosis. G. Fildes 
and J. Forest-Smith. Proc. Roy. Soc. Med., 1924, 17 (Sect. Dis. Child.), 55- 
60. Abstracted from ‘‘ Medical Science: Abstracts and Reviews,’’ 1924, 
xi, 2, 68. 

The authors comment on the apparent uncertainty there is at present in 
being able to diagnose pyloric stenosis by feeling the pylorus. In six cases 
which they have studied the pylorus was palpable in four and indefinitely 
palpable in one, but in one case the pylorus could not be palpated at all, 
and at operation it was found to be so covered by the liver that palpation 
would have been impossible. The technique of the radiographic examina- 
tion was the same in all cases. The stomach was washed out with a weak 
solution of bicarbonate of soda. The infant was warmly clad and 1} to 
2 ounces of warmed bismuth emulsion was given by means of a stomach- 
tube. Screening and the taking of the photograph then took place. 

At the end of two hours in a normal infant the whole or nearly the whole 
of the bismuth given should have passed out into the duodenum. In cases 
of pyloric stenosis, however, the whole or almost the whole of the bismuth 
remains behind in the stomach. 

In pyloric spasm the food passes through to a much greater extent and 
possibly normally. In duodenal obstruction the bismuth passes rapidly 
from the pylorus to the duodenum and is there held up. The vomiting of 
bile-stained fluid should always raise the question of duodenal obstruction, 
and this can be definitely confirmed by radiogram. Two cases of pyloro- 
spasm and two cases of duodenal stenosis were examined by the authors. 

Bertram Shires, discussing the same question, quoted from a hundred 
cases which had been examined by him. The meal given was a mixture of 
bismuth carbonate and syrup, a drachm of each in an ounce of water. The 
radioscopic and radiographic examination was made without removing the 
infants’ warm clothing. The screen examination was made in the erect 
or prone position but not in the supine position. 

In the normal stomach some of the food passed out into the jejunum 
almost immediately. True waves of peristalsis were not visible, but rather 
a general contraction towards the pylorus with small quantities of food 
trickling through the duodenum. In the first half-hour a quantity had 
passed through the duodenum. The stomach emptied in 1} to 2 hours. 

In the case of pyloric stenosis there were varying degrees of delay. In 
every case where there was a palpable tumour there was a very definite 
delay and a considerable residue after two hours. In six cases which were 
operated upon, and in which there was slight delay in the early stages but 
no large residue in two hours, no undue hypertrophy of the pylorus was 
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found. This type of case, of which he had seen many, must be considered 
as.due to spasm, for in the majority of instances they had been relieved by 
medical means. In conclusion, Shires thought that the diagnosis of pyloric 
stenosis could in most cases be made clinically, but that in the doubtful 
cases X-ray examination might be of considerable help. D. PATERSON. 


The effect of fluid on the temperature and blood concentration in the new-born 
with fever. H. Backwin, R. M. Morris, and M. D. Southwood. Am. J. Dis. 
Child., 1924, 27, 578-85. Abstracted from ‘‘ Medical Science : Abstracts and 
Reviews,’’ 1924, xi, 2, 98. 

The blood concentration was estimated by examination of the changes 
in the serum protein concentration and the red cell count. The view that 
this type of fever results from dehydration is confirmed by the fact that the 
fall in the fever runs parallel with the decrease in the serum solids which 
follows administration of fluid (35 ccm. of water warmed above the body 
temperature of the infant per kilo of, body-weight). The temperature 
usually drops to normal in 30 to go minutes. The concentration of the 
blood is more rapidly reduced by water given by mouth than by fluid 
administered subcutaneously or intraperitoneally. The oral method of 
administration was also found to be more effective in infants dehydrated by 
severe diarrhcea. Similar amounts of water by mouth have practically no 
effect on the temperature of infants with fever due to infection. 

O. L. V. DE WESSELOW. 


On the development of homeplastic embryonic grafts in the anterior chamber of 
the rabbit’s eye. G. Faldino. Arch. d. Sc. biol., 1923-4, 5, 328. Abstracted 
from ‘‘ Medical Science : Abstracts and Reviews,’’ 1924, xi, 2, 12I. 

Grafts of homoplastic embryonic tissue (fragments of foetal limbs) 
readily grow in the anterior chamber of the rabbit’s eye where a develop- 
ment of the skin and its appendages and of various connective tissues, 
including cartilage and bone, is easily observed. The degree of differentia- 
tion of the grafts has, to a certain extent, no influence on their further 
development. The sex, pregnancy, and other conditions of the host are 
likewise without influence on the growth of grafts. These, however, develop 
more readily in young than in old animals. The growth of the grafted 
tissues is occasionally very irregular, with the ultimate production of 
pseudo-teratomata ; this phenomenon generally takes place after a period 
of normal development and the influence of unknown conditions. 

If a few embryonic cells are grafted in the anterior chamber of the 
rabbit’s eye a secondary graft grows very little on the same eye, but 
develops regularly on the other. C. DA FANo. 


Significance of X-ray dosage on pregnancy and the products of conception. 
M. Fraenkel. Strahlentherapie, 1924, 16, 690—711. Abstracted from 
‘‘ Medical Science: Abstracts and Reviews,’ 1924, xi, 2, 138. 

The idea that increasingly massive doses and harder rays would give 
quicker and better results has been disproved, and the concomitant damage 
of such treatment has been recognized clinically. Massive dosage in 
causing damage, be it to the skin in ulceration, or to the endocrine glands 
with its consequent cachexia, in that it is lowering to the vitality of the 
patient, militates against cure. There is even some clinical evidence that 
such radiation for simple tumours may prepare the field for subsequent 
malignant growths. The ideal is that dose which does not aim solely at 
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destroying the cancer cells, but assists nature, be it through the endocrine 
system coupled with the connective tissue, or in some other way, to 
obliterate the growth by healing. Hence small doses are indicated. Such 
dosage has the additional advantage of being applicable to young women 
without fear of sterilization. 

The question of the action of X-rays on the genital glands are discussed. 
Results of experiments on animals are given, in which radiation in the 
later months of pregnancy showed no effect on the young, whereas radiation 
in early pregnancy gave rise to premature and feebler offspring. Cases of 
pregnant women subjected to X-rays are quoted in which the stability of 
the pregnancy was very marked. The author concludes that radiation 
during pregnancy is not contra-indicated, provided ene doses are 
given. He supports the axioms of Gauss and Freidreich, viz. 

(1) A woman becoming pregnant after radiation will Sine a normal 
child at term. 

(2) Women irradiated during pregnancy bear normal children when the 
dose is small, or is given in the second half of gestation. 

(3) Death of, or damage to, the foetus is to be feared, if large doses are 
administered during the early stages of pregnancy. 


An explanation of these observations is suggested, viz., the protective 
action of the amniotic fluid, which is much increased in quantity during 
the second half of gestation. 

The author points out that in considering experiments on animals and 
comparing them with work on man, three factors must be kept in mind :— 
(1) Far larger doses were employed on animals. (2) When similar doses 
were given the surface exposed to radiation, relative to the surface of the 
whole, is far greater in the small animal than in man. (3) The different 
quantity of amniotic fluid and at the same time the different duration of 
gestation in the animals used (dogs) and in man. 

A case is recorded of a woman with colloidal carcinoma who, during the 
early weeks of pregnancy, was subjected to intensive radiation by X-rays 
and radium, and had a living normal child at tetm. Similarly, 10 cases of 
women suffering from phthisis are quoted, in whom it was deemed essential 
to terminate pregnancy, and to whom sterilization doses were given. Two 
aborted—the others went to term. 

The author urges nevertheless that only the smallest requisite dose be 
used in pregnancy in order to avoid endocrine and other disturbance, both 
in the mother and foetus. Such disturbance may be harmful either to 
mother or child, and possibly cause prematurity. 

Many cases are quoted in which temporary sterilization (as shown by 
amenorrhoea) was followed by a normal pregnancy. It is concluded that 
the radiation destroys the mature ova, but does not harm the undeveloped. 
Reference is made to the individual reaction of patients, and therefore the 
individual dosage required. Attention is also drawn to cases in which 
radiation has established menstruation, and has apparently cured sterility. 


D. P. PRIESTLEY. 


Biological researches on the action of radiation on carcinomata Part III. Hok, 
F. Strahlentherapie, 1924, 17, 134-7. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,’’ 1924, xi, 2, 140. 


The first part of the author’s research was confined to the action of the 





402 Journal of Obstetrics and Gynecology 


Roentgen rays on normal physiological tissues, especially the skin of the 
mouse; the second to the action of radiation on mouse carcinoma, in which 
it was shown that this reacted well to suitable radiation. The controlling 
action was found to be greatest, under direct radiation, at the depilatory 
dose or something below it, larger doses showing no obvious restriction of 
the growth of the tumour, but rather a bad effect upon the tissue surround- 
ing it because of damage done to the connective tissue. The importance of 
radiating as large a portion as possible of the surroundings of the tumour 
was also demonstrated. Radiation of the whole of the tumour-bearing 
animal with small doses, about 20 per cent. of the depilatory dose, without 
subjecting the tumour itself to a higher dose, gave as good results, and the 
author holds that the general action of the Roentgen rays on the whole 
organism plays’a very important part. 

The observations were completed by histological controls, and through 
these the ‘‘ connective tissue ’’ and “‘ cellular reaction ”’ of the author were 
discovered. This reaction manifests itself in the most varying degree 
according to the nature and intensity of the radiation, and is dependent 
upon the distance at which it is given—an increase in the tissue-cells up 
to complete permeation of the tumour by connective tissue elements, or 
necrosis and degeneration. The object of the present research is to supply 
further support for the author’s ideas. It has been established that the 
smaller the carcinoma and the earlier the treatment is begun, the greater 
the chance of cure; to this end the animals were radiated at most three 
days after infection, as the object was the study of the effects of radiation 
when the carcinoma hardly existed as such, but rather as cancer-cells. play- 
ing the part of foreign bodies in the organism. Except in special cases, 
only strongly filtered short wave-lengths were used. In order to minimize 
the effects of primary immunity, varying sensitiveness to the rays, etc., 
large numbers of animals were used. Tables are given of the results 
obtained, with detailed consideration of a large number of cases, and the 
results are discussed at great length; they are summarized by the author 
as follows :— 


(1) Radiation of mice, soon after infection with cancer, exerts, with 
suitable radiation technique and dose-regulation, an arresting influence on 
the growth of the injected cancer cells. 

(2) Compared ‘with the results of the radiation of already existing 
carcinoma, this early local radiation over a large port of entry is more 
active than when the port is small. 

(3) For this local radiation the most satisfactory dose is somewhere 
about 225 units, that is a little below the delipatory dose for a mouse. On 
the other hand, for the proper radiation of tumours, doses below 200 units 
down to 100 are active; higher doses above 300 units have little or no effect. 

(4) When the whole animal was radiated, the greatest effect was- 
obtained with 25 units or one-tenth of the depilatory dose; when the tumour 
was already developed, 50 units or 20 per cent. of the depilatory dose. 

(5) When the whole animal was radiated at an early stage and the site 
of the tumour is shielded, almost as strong effects are shown with very low 
radiation. 

( 6) In the early radiation of mice the general action of the resisting 
capacity of the organism in damaging or destroying the cancer cells plays 
a most itmportant part.. W. NORTH. 
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Stricture of the female urethra. W.S. Pugh. Ann. Surg., 1924, 79, 770. 


Abstracted from ‘‘ Medical Science: Abstracts and Reviews,” 1924, xi, 3, 
181, 


The author found in 180 women presenting urological symptoms, 
urethral stricture of varying degree in 35. He believes that stricture of 
the female urethra is not as rare as so often stated. Stricture occurs from 
gonococcal chancroidal or syphilitic infection, child-birth trauma, keloid or 
possible focal infection. The stricture formation usually begins in the floor 
of the urethra. Symptoms most often complained of are frequency and 
dysuria, and in several cases they suggested abdominal and renal lesions 
rather than urethral. Slight obstruction may be sufficient to produce 
marked cystitis and urinary changes. In advanced cases, actual obstructive 
symptoms are present. Occasionally renal colic is associated with urethral 
stricture. What is the calibre of the normal female urethra? Bugbee says 
stricture is present when there is difficulty in passing a No. 18 F. sound. 
Stevens says strictures above 18 F. will often cause symptoms and thinks 
260 F. is normal. In 114 of his patients the urethral calibre averaged 23 F. 
and apparently they all had lesions: none of the other patients would 
allow the passage of a bougie higher than No. 18. The stricture may be 
in one portion of the urethra or may involve the entire canal. 
common in the anterior one-third. In the treatment, gradual dilatation was 
best. The largest sound or bougie that would pass is inserted, and every 
week two sizes larger are used until a normal urethral calibre is reached, 
which is about 26 F. After this a larger dilator should be passed once a 
month for a year, and subsequently the patient should be seen every six 
months to determine whether there is any return of the stricture formation. 
In cases of impassable stricture, and even in some filiform strictures, 
urethrotomy may be necessary. 


It is more 


C. A. PANNETT. 


Surgical treatment of diffuse infective peritonitis. H. Wildegans. Arch. f. 


klin, Chir., 1923, 127, 239. Abstracted from ‘‘ Medical Science: Abstracts 
and Reviews,’’ 1924, xi, 3, 183. 


This is a study of 2,524 cases seen in K6rte’s clinic during the years 
1910-22. Three hundred and eighty of these were due to appendicitis and 
78.7 per cent. of them recovered. Wildegans regards irrigation and spong- 
ing of the peritoneal cavity as permissible during the early stages of 
appendicitic diffuse peritonitis, but illegitimate in the later stages ; he does 
not find that irrigation predisposes to the formation of secondary abscesses. 
He is opposed to tube drainage for diffuse peritonitis but uses it if there 
are walled-in abscesses. For diffuse peritonitis he prefers primary closure 
of the abdomen; by it he claims that feecal fistula, intestinal prolapse, and 
subsequent herniz are prevented, that convalescence is hastened, and that 
secondary abscesses, if they form, may be opened later as safely as if the 
abdomen had not been closed. Puncture of the gut and enterostomy should 
only be done when obstruction and intestinal distension are the predomina- 
ting features. 

Fifty-three cases were due to perforation of gastric or duodenal ulcers ; 
they showed a recovery rate of 67 per cent. In these cases the perforation 
was sutured and covered with an omental graft, the peritoneum was 
irrigated and the abdomen closed. If the ulcer was near the pylorus a 
posterior gastroenterostomy was also done; only in a few specially selected 
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cases was the stomach resected. The recovery rate from peritonitis due to 
perforation of intestine was lower, only 10 patients out of 24 being cured. 
For the peritonitis of pelvic origin also, the writer recommends closure 
without drainage; for he believes that the results are better, even though a 
certain number have to be re-opened for secondary abscesses. 
Amongst the 542 cases were six due to the pneumococcus, all in little 
girls. C. C. CHOYCE. 


Experimental reinfusion of blood effused in the peritoneum. C. Rossi. 
Policlin., 1924, 31 (Sez. Chir.), 358. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,”’ 1924, xi, 3, 186. 

This very careful and thorough study was prompted by an observation 
that the intravenous administration of ‘‘ blood ”’ found in the peritoneum— 
chiefly after ectopic rupture—a method widely practised in Germany with 
success, and reported with more than a hundred cases in the literature, is 
‘‘ ostracized ’’ in countries where, as in America, a great impulse has been 
given to the study of transfusion. There have been, it is true, three 
fatalities recorded which must be attributed to the infusion, besides two 
cases in which grave anxiety was caused. It has been questioned whether 
the material used is, indeed, ‘‘ blood,’’ but as to this the author is satisfied 
notwithstanding the fact that from healthy peritoneum of dogs blood dis- 
appears with a rapidity so great as to make investigation difficult, or 
impossible, beyond 48 hours. 

The author’s earlier experiments—on dogs—were carried. out by per- 
mitting effusion from a mesenteric vessel, ligating it, closing the abdomen, 
and performing a second laparotomy the necessary number of hours later. 
He found, however, that the effect of the anesthetic drugs, the two opera- 
tions, and the abstraction from the circulation of the necessarily large 
quantity of blood was too severe a procedure for a reasonable percentage of 
survival, and he substituted a method of withdrawal of blood from the 
circulation by syringe and the injection into the peritoneal cavity, with 
subsequent laparotomy for recovery of the blood to be infused. The fluid 
was treated by the addition of 3 to 5 per cent. of a 2 per cent. sodium citrate 
and filtration through gauze. In the first series the author’s attention was 
particularly directed to the study of the circulating blood after the infusion. 
Detailed and repeated observations were made; counts, colour index, 
globular resistance, coagulability, bilirubin content, urobilinogen content, 
and also interhzemolysis and intercoagulability tests with the suffused 
blood. 

The immediate effect of the reinfusion, in the first group of experiments, 
was a marked improvement in the physical state of the animal. He 
concludes that part of the reinfused blood undoubtedly undergoes destruc- 
tion. In the first few days the number of red cells diminishes, but after a 
week a steady increase sets in and continues till the normal is regained : 
the heemoglobin content keeps pace with the red count. The destruction 
is not immediate or sudden, for no icterus is noted—only once was there 
even a transitory shivering ; no hemoglobin, bilirubin, or urobilin appeared 
in the serum; no histological evidence of destruction of red cells in the 
circulating blood; no hemoglobinuria, the spleen, lymphatic glands, and 
marrow gave no evidence of excessive phagocytosis of red cells, nor of 
pigment, free or in the macrophages ; the coagulation time was unaffected ; 
leucocytosis reached 15,000; the time required for restoration of red cell 
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count is shortened by reinfusion from 5 to 2.5 weeks; there is other evidence 
of stimulation of the hemopoietic tissues; no hemolysis or agglutination 
was ever observed between peritoneal and circulating blood. Blood 
recovered from the peritoneal cavity before the seventh hour remained fluid, 
and, though of venous colour, reddened on exposure to air, and histologi- 
cally appeared normal, morphologically and tinctorially. The only excep- 
tion was in the fatal case, where it was pitch black in colour and contained 
many deformed red blood corpuscles and shadow cells. 

The second series of experiments was specially devoted to the elucidation 
of the changes taking place in effused blood, and the discovery of the 
indications by which unsuitability for reinfusion could be recognized. The 
effused blood was studied morphologically : spectroscopically as to coagu- 
lation, viscosity, serum cell relation, urea content, and so on. The results 
show that the blood remains fluid for many hours; that the peritoneum 
retains its glistening surface, or is at most slightly cedematous and pink; 
the alkalinity remains about normal; viscosity is much diminished ; serum 
to corpuscles 4 to 1; red blood corpuscles 2,400,000; haemoglobin 45.5 per 
cent.; white blood corpuscles 13,000 to 300,000; after from 16 to 48 hours 
changes are found, chiefly in the corpuscles, similar to those, mentioned 
above, in the effusion of the fatal case, but the time at which the degenera- 
tion process begins is very variable. 

In general the author concludes that there is tolerance, at any rate in 
the dog, for the products of disintegration of its own blood, but that it 
varies in individuals, and that the explanation of his fatal case, with acute 
dilatation of the right heart, cedema of the lungs without pulmonary 
thrombosis, is obscure. He thinks reinfusion clinically an efficient measure, 
but not free from danger, especially since the untoward changes in the 
effused blood, which usually appear late, may exceptionally occur quite 
early ; they require the microscope for their demonstration. 

The author does not refer to the possibility of infection from the bowel, 
even in those of his experiments in which he opened and ligatured a 
mesenteric vessel. E. Rock CARLING. 


Adeno-carcinoma of the uterus with ossification of its stroma. C. Blavet di 
Briga. Giorn. d. v. Acc. di med. di Torino, 1924, 87, 27. Abstracted from 
‘* Medical Science : Abstracts and Reviews,’’ 1924, xi, 3, 200. 

The interest of the tumour described by the author lies in the fact that 
it consisted of two portions, one of which was formed of squamous 
epithelium, while the other consisted of cylindrical cubical cells having a 
pseudo-glandular arrangement. In addition, the supporting tissue of the 
tumour had undergone extensive ossification. The existence of two kinds 
of epithelial cells and the ossification of the stroma in the same tumour are 
attributed by the author to phenomena of metaplasia. C. DA FANo. 


Simple reaction showing the occurrence in the blood of special substances 
under pathological conditions and during pregnancy. R. Costa. A. H. Soc. 
lomb. sc. med. e biol., 1923, 12, 221. Abstracted from ‘‘ Medical Science : 
Abstracts and Reviews,’’ 1924, xi, 3, 201. 

One and a half ccm. of a 2 per cent. dilution of novocaine with 
physiological salt solution are poured into a small test-tube to which three 
drops of a 5 per cent. solution of sodium citrate are added. Two or three 
drops of blood are made to fall into the test-tube, which is then turned 
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upside down two or three times in order to obtain'a uniform diffusion of 
the blood through the prepared fluid. This is then centrifuged until all 
ted corpuscles have fallen to the bottom and the supernatant fluid is 
transparent. One drop of formalin is added. If the blood belongs to 
diseased subjects or to pregnant women, a grey or yellow-greyish precipi- 
tate will form within 15 minutes in the lower half of the test tube. The 
opacity of the fluid observed after a longer period of time is without 
significance. The reaction has, so far, been negative in healthy subjects 
and non-pregnant women. No definite opinion can at present be expressed 
as to the nature of the substances to which the positive reaction is due. 
C. DA FANo. 


Action of antibodies on young; experimental lesions of the crystalline lens. 
D. Cattaneo. Haematologica, 1923, 4, 472. Abstracted from ‘‘ Medical 
Science : Abstracts and Reviews,’ 1924, xi, 3, 211. 

The author has repeated the investigations of Guyer and Smith (J. Exp. 
Zool., 9118, 26, 65, and 1920, 31, 171), but was able to confirm their results 
only in part. In fact the lesions of the crystalline lens obtained in the 
young by injecting pregnant rabbits with anticrystalline serum were, on 
the whole, mild and frequently transient. C. DA FANo. 


Some cultural characters of Bacillus abortus (Bang), with special reference 
to Co, requirements. T. Smith. J. Exper. Med., 1920, 40, 219. Abstracted 
from ‘‘ Medical Science: Abstracts and Reviews,’’ 1924, xi, 3, 214. 

Recently isolated cultures of B. abortus (Bang) will not grow under 
ordinary atmospheric conditions, but only in sealed tubes. Old strains of 
the organism, however, flourish on agar under ordinary aerobic conditions. 
The relative absence of saprophytism in freshly isolated strains can be 
measured by inoculating a series of agar tubes with successive dilutions of 
culture and sealing the tubes. The appearance of films of growth is delayed 
from 3 to 17 days and, with the increase of the dilutions, growth is entirely 
suppressed. Even 100,000 bacteria per sq. cm. of agar fail to show growth 
under these conditions. When the confined air contains Co, in concentra- 
tions between } and ro per cent. the inhibition or suppression of growth 
does not occur. Even concentrations as low as o.1 per cent. permit of 
vigorous growths in tubes with a high dilution of bacteria. These experi- 
ments show that the presence of Co, is an essential factor for the growth 
of recently isolated strains of B. abortus. In an atmosphere of 10 per cent. 
Co, with nitrogen or hydrogen vigorous growths occur, showing that the 
merest traces of oxygen are sufficient provided Co, is present. The Co, 
requirements of other organisms have not been investigated. 

J. G. M. McCartney. 


Gynecological X-ray carcinoma. E. Vogt. Strahlentherapie, 1924, 17, 
231-89. Abstracted from ‘‘ Medical Science : Abstracts and Reviews,’’ 1924, 
Xi, 3, 223. 

Previous to 1914 production of an artificial menopause by X-rays for 
myoma or non-malignant hemorrhages from the uterus had been entirely 
without injurious complications, but since the war the onset of the 
amenorrhoea has not always run so innocuous a course. Cases have been 
described in which carcinoma developed in the uterus or malignant ovarian 
tumours were produced, The author, therefore, with the assistance of the 
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German Society of Scientific Investigators and Surgeons made a careful 
survey of the recorded cases and of those observed by practitioners. It 
soon became clear that in addition to the recognized variety of X-ray 
carcinoma an entirely new group of gynecological X-ray carcinoma was 
being taken into consideration, and his object was to decide once for all 
whether such a gynecological X-ray carcinoma exists in reality. After 
detailing the actual varieties of growth and their situations and the relation 
to radiation, he refers to the following case under the care of Bumm. The 
patient was a woman aged 61, who had been treated for eight years for 
pruritus vulvee, and for 15 months had been treated with X-rays for 10—20 
minutes every two to three weeks; further, radium was used on four 
occasions. Two years after irradiation there was an X-ray burn. A year 
later the patient caine with this lesion to Bumm’s clinic. The tissues about 
the external genitalia were ulcerated and covered with sloughs, while an 
ulcer, the size of a florin, in the right groin was shown by the microscope 
to be a squamous-celled carcinoma. The diseased tissue with the inguinal 
glands were removed surgically, as were two recurrences that occurred in 
the following nine months. Three months later there was an inoperable 
recurrence in the left inguinal region. In criticizing this case Vogt allows 
that irradiation might have contributed to the malignant condition, but 
cannot accept it as an example of perfectly clear gynzecological X-ray 
carcinoma. In a similar way he deals with other cases that came under his 
own observation. At the end of the long but carefully compiled paper the 
author gives a summary which is too long for reproduction, but the chief 
points of which are as follows: There have been described one case of 
vulvar carcinoma after superficial irradiation, one of the abdominal wall 
after deep therapy, six cases of ovarian carcinoma after deep therapy, 19 of 
uterine cancer (of which 16 affected the corpus, three the cervix), and a case 
of double-sided mammary cancer. Of these Vogt dismisses all but three, 
viz., those of the vulva, the abdominal wall, and the mamme, and accepts 
fully only the last mentioned. Nevertheless he insists on the advisability 
of great care in selection of cases and in irradiation where any abrasion 
exists, because the observations of experimental cancer research and the 
treatment of gyneecological cases indicate with great clearness the 
importance of an endogenous stimulus in the causation of the new growths. 
The paper is worthy of careful consideration and leads to the conclusion 
that, although many of the cases described as gynecological X-ray 
carcinoma fall short of absolute proof, they are disquieting. No doubt such 
absolute proof will rarely be obtained, and, further, the number of cases 
receiving rathio-therapy—even for gynzecological conditions alone—is so 
great that some degree of coincidence of malignant disease with the non- 
malignant condition calling for the irradiation is to be expected. Whether 
such coincidence is greater than might be anticipated upon principles of 
probability cannot be ascertained or denied, but it is all to the good that 
the danger should be recognized. W. S. Lazarus-BARLOW. 


Electricity in gynecology. A. Laquerriére. J. de radiol. et d’electrol., 
1924, 8, 312-23. Abstracted from ‘‘ Medical Science: Abstracts and 
Reviews,’’ 1924, Xi, 3, 227. 

This paper is a survey of electrotherapeutic treatment for gynzecological 
conditions from its introduction by Tripier fifty years ago, and its extensive 
use by Apostoli chiefly between 1884 and 1900. The author is particularly 
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well qualified to speak on the subject, for he became assistant to Apostoli 
in 1894. The modes of action of different electrical methods are considered, 
including high frequency currents and static electricity generally, induced 
currents, continuous current, interpolar effects, and effects in the neighbour- 
hood of the poles. The indications for use of different forms of electrical 
treatment in various clinical conditions are then given, and the paper 
concludes with consideration of technique, which the author says “is very 
simple in its broad lines.’’ However, he advises that intrauterine electrical 
medications should only be undertaken by the skilled, and that in all cases 
‘“‘ the sensibility of the patient should be taken as the sole guide.”” How 
far the beneficial results that are obtained depend upon psychical causes 
seems to he as uncertain at the present time as it was in Apostoli’s day. 
W. L. LAZARUS-BARLOW. 





REPORTS OF SOCIETIES. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 

A Meeting of the North of England Obstetrical and Gynzecological 
Society was held at Sheffield on Friday, February 20th, 1925. The Presi- 
dent, Dr. J. E. GEMMELL, was in the chair. Three new members were 
elected. 

Professor BLAIR Bett, (Liverpool) described a case of Hydatid cyst 
causing obstruction of labour. (See this Journal, Spring Number, 1925, 
page 114.) 

The PRESIDENT referred to a specimen of Hydatid cyst of the omentum, 
shown by him at this Society in 1899 (the case recorded in the British 
Medical Journal of October 8th, 1899). The tumour was discovered during 
labour when it was a cause of dystocia, and was thought to be a dermoid 
ovarian. It was pushed up out of the pelvis, allowing the labour to be 
terminated normally, and was removed by the abdominal route three weeks 
later. The tumour was then seen to be a hydatid cyst in the omentum 
containing daughter cysts and situated so that the omentum formed a 
pedicle. There was a smaller cyst on the posterior aspect of the uterus. 
At that time Franta, of Prague, had published a paper on hydatid cysts of 
the abdomen as a cause of dystocia, and stated that they were more frequent 
than was usually thought. 

Professor BLAIR BELL also described a case in which a parovarian cyst in 
the pouch of Douglas was removed during piegnancy. 

Professor H. BriGGs (Liverpool) reported a case illustrative of the effects: 
of prolapse and retroflexion on the uterus of a patient aged 29 years. 

In a young woman a 3} ourtice uterus, retroflexed in its prolapse and 
enlarged by hyperplasia of its tissues, was very rarely treated by removal. 
To operators, who more often required to be reminded than informed, the 
specimen exceptionally acquired repeated the basal lessons on ventrofixa- 
tion and repair of the pelvic floor. 

The miscroscopic section revealed a few insignificant spots of round- 
celled infiltration within the general hyperplasia of the uterine tissues from 
passive congestion. 

The histological verdict was consistent with the clinical features of an 
iticreasing menorrhagia, dysmenorthcea and pressure symptoms since the 
last childbirth. 

The patient, aged 31, had been twice pregnant; the two children, a girl 
aged 5 yeats atid a boy 11 months, were alive and healthy. The family 
doctor rightly sought for the patient an appropriate method of sterilization 
on the grounds of the severity and the persistence of the pregnancy-pyelo- 
nephritis in each of the two pregnancies, entailing invalidism in bed in 
hospitals and at her own home. The pelvic floor had lost'a third of its 
average strength, hence its repair after the completion of the vaginal 
hysterectomy. 


9 
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REPORT ON PUERPERAL BLOOD INFECTIONS. 

The report on puerperal blood infections was introduced by Dr. DouGaL 
(Manchester), and the subsequent discussion was taken part in by Professor 
BiarrR Bett, Mr. Mines H. Pumps (Sheffield), Dr. A. DonaLD (Manchester), 
Mr. CARLTON OLDFIELD (Leeds), Dr. H. H. MacWuis1aM (Liverpool), and 
Dr. W. FLETCHER SHAW (Manchester). 


A Meeting of the North of England Obstetrical and Gynzcological 
Society was held at Liverpool on Friday, March 2oth, 1925. The President, 
Dr. J. E. GEMMELL, was in the chair. 

Dr. D. Doucat, (Manchester) showed a specimen of Primary carcinoma 
of the vagina. 

This specimen consisted of the uterus, appendages and upper two-thirds 
of the vagina, and was removed by a combined abdominal and vaginal 
radical operation. The ovaries and tubes were adherent. The uterus was 
normal. The vagina contained a large fungating growth, arising from the 
posterior wall, and reaching as high as the posterior lip of the cervix at 
one point. 

Histological examination showed the tumour to be a squamous car- 
cinoma, and also revealed a definite line of demarcation between the growth 
and the tissues of the cervix. 

The specimen was removed from an unmarried woman, 26 years of age, 
who had had two children, the second two years previously. The only 
symptom complained of was irregular hemorrhage from the vagina, and 
this, according to her statement, had only been present for three weeks. 
She did not complain of pain. She gave a history of having used lysol 
douches frequently four years ago, and stated that they set up a good deal 
of irritation. 

It was found perfectly easy to remove the uterus and upper two-thirds 
of the vagina, as the growth was not adherent to the rectum. Unfor- 
tunately, there was a large gland firmly adherent on the bifurcation of 
the common iliac artery, and it was quite impossible to remove it. The 
operation took place a month ago, and the patient had made an excellent 
recovery. She was now starting a course of intensive X-ray treatment, but 
prognosis as regards freedom from recurrence was obviously very bad. 

It was the fourth case of primary carcinoma of the vagina that Dr. 
Dougal had seen, and the second upon which he had been able to perform 
a radical operation. The first case was reported to the Society three years 
ago, and was still well and free from recurrence. 

Dr. DouGaL also showed a specimen of pyometra associated with 
submucous uterine fibroids. 

The patient from whom he removed this specimen was a 1o-para, aged 
55 years, who was six years past the menopause. About the middle of 
January, 1924, when sitting down in the evening, she suddenly experienced 
pain in the lower abdomen. The pain was of a moderate intensity, and of 
a bearing down character. About half an hour later she noticed a hzmor- 
trhagic discharge from the vagina. The pain and discharge continued 
throughout the night, but on the following day the bleeding stopped, and 
three days later the pain entirely disappeared. 

A week afterwards she commenced to have a yellow discharge, which 
later became thick and of a brownish tinge. The discharge persisted for 
several months in spite of medical treatment, and she was then admitted 
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to St. Mary’s Hospital for exploration of the uterus. This was carried 
out by Dr. Clifford, who found that on dilating the cervix a quantity of 
pus escaped. Gauze was packed into the uterus for drainage purposes, 
and the discharge was considerably less for some days. For the next 
few weeks the cervix was dilated at intervals, pus evacuated and the 
uterus swabbed out, and under this treatment she improved so much that 
she was able to go home. Two months later, however, the discharge again 
became more profuse, and she was admitted for further treatment. Dr. 
Clifford was away on holiday, so she came under Dr. Dougal’s care. 

On examination the uterus was enlarged to about the size of a three 
months’ pregnancy, and the upper part soft and fluctuant. As there was 
evidently a considerable amount of pus retained in the uterine cavity, it 
was decided to perform a total hysterectomy. This was done, and the 
patient made an uninterrupted recovery, and had remained well since. 

The specimen consisted of the uterus and appendages removed by total 
hysterectomy. The cavity of the uterus was dilated, and in the recent 
state was filled with a large quantity of stinking pus. In the neighbour- 
hood of the internal os were two pedunculated submucous fibroids, which 
had evidently blocked the cervical canal, and led to the retention of the 
uterine secretion. 

Microscopic examination of the uterine wall showed that the endome- 
trium had been replaced by granulation tissue. A layer of granulation 
tissue also covered the fibroid tumours. 

Pyometra was an unusual complication of uterine fibroids, although not 
uncommonly met with in carcinoma of the cervix. 

Cullen! mentioned two cases :— 

(1) A myomatous tumour filling the lower abdomen, and a small quan- 
tity of pus present in the uterine cavity. 

(2) A large multinodular uterus, adherent in the pelvis, and also firmly 
fixed to a loop of small intestine. Pus present in both tubes, and in the 
uterine cavity. The uterine mucous membrane replaced by granulation 
tissue. 

Lockyer? merely referred to one of Cullen’s cases, and stated that 
pyometra was rarely met with in cases of myoma. 

The PRESIDENT said that in his experience pyometra with fibroids was 
not quite so rare. 

Dr. DonaLp (Manchester) remarked on the low malignancy of carcinoma 
of the vagina locally, and thought it was extraordinary that so large a 
growth of the vagina should be present without involving the rectum. 

Professor BriGGs (Liverpool) asked whether it was not possible that it 
was only an association of the fibroids with pyometra. . 

With reference to the case of carcinoma of the vagina he inquired why 
so extensive an operation was done when this gland was found impossible 
to remove. He asked if the cervix was invaded by the growth. 

Dr. DouGaL in his reply said with regard to the first case that the 
growth was quite independent of the cervix, and it was found to be quite 
easy to separate it from the rectum. The gland adherent to the common 
iliac artery was only found at a late stage in the operation, which, under 
the circumstances, had to be completed. 


1. Cullen. ‘‘ Myomata of uterus,”’’ 1909. 
2. Lockyer. ‘‘ Fibroids and allied tumours.” 
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With regard to the case of pyometra, he thought that the site where the 
submucous fibroids were showed that they were responsible for the pyo- 
metra, and the histological appearance confirmed this. 


Dr. FLETCHER SHAW (Manchester) presented 

(1) Case of double urethra and an epithelioma arising from one orifice. 

(2) Normal labour after removal of 23 fibroids by myomectomy. 

(3) A band formed from an obliterated artery stretching from the 
mesentery of the ileum to the abdominal wall and transfixing the omentum. 

The PrestpENT asked if there was any sign of double bladder in Dr. 
Shaw’s first case. He remarked on the frequency with which myomectomy 
was now being done. Recently he had operated on a patient four months’ 
pregnant, removing a large fibroid. The pregnancy went to term and the 
patient had a natural delivery. 

Dr. DonaLpD (Manchester) asked what was the size of the largest fibroid 
removed. 

Professor BriGGs (Liverpool) said that the largest number of fibroids he 
had removed from one patient by myomectomy was 13. He had found that 
following myomectomy large fibroids may recur. 


Mr. M. H. Pui.iirs (Sheffield) said, with reference to Dr. Fletcher Shaw’s 
third case, that if this band had arisen from vitelline structures one would 
have expected it to go to the umbilicus. He wondered how it had trans- 
fixed the omentum, and suggested that it might be an old adhesion from a 
tubercular peritonitis. 


Dr. FLETCHER SHAW, in reply to the President, said there was no sign 
of double bladder. In reply to Dr. Donald the largest fibroid (the one 
obstructing labour) was as large as a closed fist and from this size they 
gradually diminished; when collected together they, one third, filled a 
bucket. Dr. Shaw agreed with Professor Briggs that fibroids might appear 
again, and this raised the question of performing hysterectomy. In reply 
to Mr. Phillips, Dr. Shaw did not think the band had arisen from vitelline 
structures because of the microscopical appearances, showing that it con- 
sisted of an artery, several veins and some nerve fibres. 

Dr. D. DouGaL (Manchester) read notes of Two cases of acute prolapse 
of the urethra. 

Acute prolapse of the urethra was not a very common condition, and the 
following cases which he had recently operated on might therefore be of 
some interest. 

Case 1. Miss M., et. 63, complained of a bloodstained discharge from 
the urethra, which came on suddenly in March, 1924, when engaged in 
heavy housework, i.e., washing. This was followed by some pain and 
frequency of micturition. When examined three weeks later, there was a 
dark red swelling protruding from the urethral orifice. She was admitted 
to hospital shortly afterwards, and a small piece of the protruding mass 
removed for examination, as it was thought that it might possibly be a 
carcinoma of the urethra. Histological examination showed that there was 
no malignancy, the tissue consisted of urethral mucous membrane, showing 
extensive hemorrhage and thrombosis. The prolapsed mucous membrane 
was removed by circular incision, and the edges of the mucous membrane 
and skin brought together with catgut sutures. The intervals between the 
stitches were then touched with a cautery. She made a good recovery and 
had had no further trouble. 
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Case 2. Mrs. H., et. 74, married, 10 full-term pregnancies and five 
miscarriages. 

In January, 1925, when doing household washing this patient felt a 
violent desire_to micturate, and found that her underclothes were slightly 
blood-stained. The discharge persisted for a few days, and was accom- 
panied by much dysuria. The pain then gradually improved, but the 
bleeding still persisted, and it was because of this that she sought further 
advice. 

On examination three weeks after the onset of her symptoms there was 
a dark red protuberant mass in the position of the urethral orifice. It was 
somewhat excoriated and bled when touched. The case was thought to be 
one of carcinoma of the urethra, and she was admitted to hospital for 
operative treatment. On examination under anzesthesia prolapse of the 
urethral mucous membrane was found, and the swelling was removed in 
exactly the same way as in Case 1. Histological examination showed that 
there was no malignancy, but merely extensive haemorrhage and thrombosis. 
She made a good recovery and was perfectly well. 

Since operating on these cases he had met with a third, which appeared 
to be an earlier example of the same condition. 

Mrs. C., cet. 62, married, two full-term pregnancies. In February, 1925, 
she was moving furniture when she suddenly felt that she must pass urine. 
She was only able to pass a very small quantity, and there was considerable 
smarting. Frequency and smarting continued the following day, and then 
improved.. During the next fortnight she felt a bearing-down sensation in 
the urethra when going about, and a certain amount of frequency and 
smarting pain on micturition still persisted. On examination, the urethral 
orifice was found to be very lax, and on coughing or straining part of the 
posterior urethral wall prolapsed into it, although it did not actually 
protrude. The urine was perfectly normal. No surgical treatment had yet 
been carried out in this case, but she had been instructed to rest and apply 
astringent lotions. 

Acute prolapse of the urethra was generally met with in children and 
elderly women, and only occasionally in women during active middle life. 
Arnold Lea had described a case in a single woman of 35, the prolapse 
occutring suddenly whilst she was straining at stool. 

In elderly women the displacement was due to the shrinkage of the 
vulval tissues as the result of senile changes. The urethral orifice became 
more relaxed, and the connections of the mucous membrane less secure.. 
Diagnosis was usually easy, as the swelling was a symmetrical one around 
the urethral orifice. 

With regard to treatment, replacement had been carried out in some 
cases, and when the condition was not very severe relief might be obtained 
by the use of astringents. Generally, however, surgical treatment would 
offer the best results, and would consist of circular excision of the protrud- 
ing mucous membrane, with narrowing of the urethral orifice when 
considered necessary. 

Mr. Mies H. Puitiirs (Sheffield) briefly described three cases of acute 
prolapse of the urethra. In (1) a girl of eight, the condition had apparently 
been caused by riding an adult’s bicycle. Painful micturition drew her 
mother’s attention to a swelling in the vulva. This was covered by a 
superficial slough. (2) A unipara, of twenty-six, three months after her 
confinement, experienced an attack of dysuria followed by the sudden 
02 
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appearance of a swelling. It had been called a vascular caruncle, but it 
was obviously prolapsed urethral mucosa. (3) A spinster, of fifty-six, had 
had symptoms of chronic urethritis for years. One day, whilst straining, 
‘the womb had come down.’’ Some bleeding occurred. A _ sloughing 
mass was found a few days later, in the vestibule. It simulated a new 
growth. In all three cases the cedematous prolapsed mucous membrane 
was nearly an inch in length. It was excised and the mucous canal restored 
by the use of catgut sutures, just as Dr. Dougal had described. 

Miss IvENS (Liverpool) read a paper on The induction of premature 
labour—a record of 72 consecutive cases*—by Miss Ivens, Dr. Hilda 
Cantrell, and Dr. J. R. Reid. 

History. The first record of an induction of premature labour was that 
by Louise Bourgeois, midwife to Catherine of Medici in 1608. In 1756 a 
Conference was held in London to discuss the frightful mortality of 
Czesarean section, when Denman suggested induction of premature labour 
by rupture of the membranes as a therapeutic measure. Macaulay, of 
London, was the first to perform the operation on the wife of a linen draper 
in the Strand. 

In 1836 Kiwisch, of Wurzburg, introduced the method of induction by 
repeated douches of hot or cold water. In 1852 Barnes introduced an hour- 
glass-shaped rubber bag with stop-cock. In 1855 Krause introduced a 
method of induction by introduction of a flexible bougie into the uterus. 
A few years later, in 1888, Champetier de Ribes’ bag was invented, but 
could only be used after dilatation of the cervix. Small bags of very thin 
indiarubber were devised by Dr. Horrocks, of Guy’s Hospital. Galabin 
approved this method which he considered to be the most perfect, since it 
had the advantage as compared with the use of the bougie that there was 
very little risk of separating the placenta. ~The only difficulty was to get 
rubber bags made thin enough to dilate easily by hydrostatic pressure and 
yet strong enough not to burst. 

Other methods, such as ecbolic drugs, separation of membranes from 
the lower uterine segment, massage of breast or uterus, injection of 
glycerine between meinbranes and uterine wall, electricity, cervical tampons, 
had also all been used, but had nearly all been discarded with the exception 
of the quinine and castor oil inethod, which was only successful in a small 
proportion of cases. 

Propriety of the Operation. The question of the propriety of the opera- 
tion had been much discussed, more especially in cases of minor pelvic 
contraction. Williams thought it had lost popularity in America, owing to 
the high foetal mortality. He himself had only done one case. In 391 
operations by Ahlfield, Bar, Leopold and Pinard, the foetal mortality was 
12 to 45 per cent., though the maternal mortality was. 1.03 per cent. They 
therefore held that it was no longer justified, and that equally good results 
for the mother, and far better for the child, would be obtained by subjecting 
the patient to the second stage of labour and resorting, if necessary, to 
Czesarean section. Kleinwachter concluded after an exhaustive study of 
the subject that 78.3 per cent. children were born alive, but only 60.4 per 
cent. left hospital alive. He considered that probably half of these born 
alive would die during the first year owing to unfavourable environment. 


*In this series a fatal case of eclampsia where induction was done at 
the 30th week is not included, and is fully reported elsewhere, 
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He thought the operation should be abandoned except when the child was 
abnormally large from excessive development or undue prolongation of 
pregnancy. In the Queen Charlotte’s Hospital records in 10,000 labours 
there were 206 inductions. There was no maternal mortality, but 26 infants 
did not survive, viz., 12.6 per cent. 

Professor Briggs recorded in 1922 a series of 159 conservative bougie 
inductions in minor degrees of contracted pelvis, or foetal over-size, with 
eight stillbirths and five neonatal deaths, viz., approximately 8 per cent. 
Professor Briggs regarded induction favourably. In four years at the 
Liverpool Maternity Hospital (1916 to 1919) of 169 bougie inductions with 
no maternal mortality, 171 children were born, with 25 foetal and neonatal 
deaths, viz., 14 per cent. 

Most authorities in discussing the induction of premature labour con- 
sidered the child required greater care than a full-time child, and that the 
ultimate chance of life of the premature infant must be carefully considered. 
Prophylactic induction was most likely to be successful when pregnancy 
had advanced to the 26th week, and the conjugate of the brim measured at 
least 34 inches. Some thought labour should not be induced in a first 
pregnancy, but with a history of previous difficulty, or loss of child, that 
induction might be done. The proper time must be determined by the 
estimation of the relation between the size of the pelvis and that of the 
foetal head, and done as soon as there was difficulty in pushing the head in 
(to allow for the reduction for moulding). Eden advocated an examination 
under anzesthesia for the measurement of the diagonal conjugate and the 
determination of the relative sizes of the head and pelvis. 

Method of Induction. In their series of cases they chose the method 
considered by Galabin to be the most perfect, viz., the thin rubber bag, 
which they had employed in the form recommended by Professor Lowry, of 
Belfast, viz., the toy balloon. A general anzesthetic was given and the 
vagina douched with 1 in 2000 biniodide of mercury lotion and a toy balloon 
introduced with bullet forceps through the cervix. The balloon can be 
boiled and so the risk of sepsis is less than with a gum elastic bougie, which 
cannot be so efficiently sterilized. The membranes were not ruptured and 
the risk of this happening was small. The normally situated placenta was 
not interfered with. The toy balloon was easy to insert and there was not 
more than 160z. of sterile water introduced with a piston syringe, the 
tubing tied and a gauze pack left in the vagina. The balloon and_ its 
connections should always be previously tested. The use of an anesthetic 
was an advantage. Though not essential, it enabled the examination to 
be more completely satisfactory and a higher degree of asepsis to be 
attained. It helped to overcome the principal difficulties in induction of 
premature labour, viz., the recognition of the case requiring it, and the 
choice of a correct line. 

The present investigation comprised 72 consecutive cases (with the 
exception of one case reported elsewhere) which were under observation 
during the years 1923 and 1924 at the Liverpool Maternity Hospital and 
Maternity Home. Seventy-four infants were born (two pairs of twins). 
Of the 72 inductions 30 were primigravide, 42 were multigravide. In 65 
cases delivery was effected per vias naturales, while seven were delivered 
by Ceesarean section. In these 65 cases the average period of gestation 
was 381 weeks. The average weight of the children was 6 lbs. 12 oz. and 
the average length 19.2 inches, The average time from induction until 
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pains began was 2hrs. 47 mins. in the primigravide and 3 hrs. in the 
multigravide, if one excluded two cases where this time was much pro- 
longed (1104 hrs. and 1834 hrs), the average time from induction until 
delivery was 29 hrs. 17 mins. In the Liverpool Maternity Hospital reports 
1916—1919, the average duration was 46.6 hrs., which was nearly double. 

The indications were : (1) A minor degree of pelvic contraction, 63 cases ; 
(2) Post-maturity and large foetus, 6 cases; (3) Maternal disease, 5 cases. 

Pelvic Measurements. In 41 cases there was a minor degree of general 
contraction, D.C. averaging 4.4 inches; 18 primigravide, D.C. averaged 
4.3 inches; 23 multigravidee, D.C. averaged 4.4 inches. 

In 22 cases there was a minor degree of flattening, D.C. averaging 
4.3 inches; 9 primigravidee, D.C. averaged 4.5 inches; 13 multigravide, 
D.C. averaged 4.2 inches. 

Results. (1) Natural delivery, 52 cases; (2) delivery by forceps, 9 cases; 
(3) breech extraction, 4 cases; (4) Caesarean section, 7 cases, where the 
head remained above the brim when the cervix was fully dilated. 

In all, there were eight pelvic presentations, of which three were born 
normally and one by Cresarean section. The delivery of the remaining 
four was difficult in each case. 

In one case, with previous difficult forceps delivery, after expulsion of 
balloon, head remained high, hand and cord presenting, bag of membranes 
at vulva. Presentation was rectified under anesthesia. Normal delivery 
40 minutes later. 

Mortality. All the mothers survived. There were 74 infants (twins 
born on two occasions), 72 born alive. Of the two stillbirths one was a 
hydrocephalic monster, and the other had been a pelvic presentation in a 
primigravida in which there was difficulty with the after-coming head. 

Neonatal Deaths. (1) Meningitis (fourth day). (2) Diarrhoea and vomit- 
ing (12th day). 

Thus all the infants but four (5.4 per cent.) left the hospital alive. 
Fifty-eight of the seventy living infants have been traced, of whom fifty-five 
are alive; three died in the first year. The cause of death was (1) enlarged 
thymus, 5 months; (2) convulsions and wasting, 6 weeks; (3) marasmus at 
3 months (this infant was the second twin to a: stillborn hydrocephalic 
infant). 

Morbidity. Only one case was morbid. This patient was a ii-gravida, 
the first child had a difficult forceps delivery, the perineum was ruptured, 
septicaemia followed. Induction was carried out at 40.3/7 weeks, when the 
size of the child made it imperative Delivery was effected by high forceps 
operation. The temperature remained high for a few days following 
delivery, but ultimately the patient made a good recovery. 

Conclusions. Miss Ivens claimed that by the induction of premature 
labour in suitable cases a considerable amount of suffering from prolonged 
labour, due to minor pelvic contraction, might be avoided ; and she believed 
that this operation was not so inimical to the child as published statistics 
maintained. 

The PRESIDENT noted the good results obtained and asked if there was 
much intra-uterine manipulation. He rather favoured the bougie method. 

Dr. F. H. Lacey (Manchester) assumed from the weight of the infants 
and the measurements of the diagonal conjugate that induction had been 
done for small degrees of contraction. 

Dr. J. H. Wii1ett (Liverpool) congratulated Miss Ivens on the excellent 
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results obtained in her series of cases. He had used the hydrostatic balloon 
on several occasions, but had not adopted it generally, as he was appre- 
hensive of the displacement of the presenting part thereby. He still relied 
on quinine, followed by the introduction of three gum-elastic bougies, 
which can be boiled, and become perfectly rigid again when cold and dry. 
In a very long experience he had only twice separated a high lateral 
placenta preevia, necessitating the withdrawal of the bougies and the adop- 
tion of some other form of treatment. 

Mr. Mites H. Puiwiirs (Sheffield) thought that the onset of labour in 
these cases was very rapid, and he asked whether the large amount of fluid 
introduced into the bag ever caused distress to the mother. 

Dr. K. V. BaiLey (Manchester) said that at St. Mary’s Hospital, Man- 
chester, the quinine, oil and bougie method had given very satisfactory 
results. He thought that Czesarean section had been resorted to rather 
frequently. 

Miss IvENS, in replying to the President, stated that there was very little 
intra-uterine manipulation, as the membranes were separated by the disten- 
sion of the balloon. Morbidity had only occurred in one case, where there 
was latent infection. The average diagonal conjugate appeared to be 
rather large, as it included six cases of large child and five of maternal 
disease. Miss Ivens did not think the thin balloon caused much displace- 
ment of the presenting part. Only one transverse lie and one presentation 
of the cord had occurred. In answer to Professor Miles Phillips, Miss Ivens 
said that the distension of the balloon by 160z. of fluid did not cause 
maternal distress, even when it had been done in cardiac cases without an 
anzesthetic. Czesarean section had only been performed in the seven cases 
enumerated after it was clear that delivery of a living child per vias 
naturales was impossible. 

Dr. J. W. Burns (Liverpool) read a note on the End results of the 
operative treatment of chronic endocervicitis. 

In 1922 he had described to the Society an operation which consisted in 
the removal of the eroded area of the cervix, along with the lower half or 
two-thirds of the cervical canal, i.e., the infected portion for chronic endo- 
eervicitis. (The operation devised by Sturmdorff.) 

The immediate results of the operation were excellent, the vaginal 
discharge, backache and profuse leucorrhoea disappeared, and the patient’s 
general health rapidly improved.’ One of the niain criticisms of the 
operation was that it would have a very serious effect upon conception, 
pregnancy and labour. 

To investigate the effect of the operation from the obstetrical point of 
view he had collected cases which had been operated on during 1922 and 
1923, and endeavoured to follow them up. The total number of cases in 
which pregnancy might be expected to occur was 65. Of these, 14 became 
pregnant within a period varying from two months to two years following 
the operation (21.5 per cent.). The average age of these patients at the time 
of operation was 35 years. Of the 14 patients, one became pregnant twice 
within two years, and 13 once, so producing 15 pregnancies. Of these 15 
pregnancies, 10 went to full term, three terminated in miscarriage, and two 
await confinement. Labour in the 10 at full term was natural (unassisted). 
Nine of the 14 cases dealt with had had periods of sterility varying from 
two to eight years preceding the operation. 

The number of cases terminating in normal labour was perhaps small 
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to base definite conclusions upon, but Dr. Burns thought that his results 
indicated that there was little, if any, bad result upon conception, pregnancy 
or labour. His results were in agreement with those of Magid, who 
reported his cases in the New York Medical Journal, 1921. 

Dr. Burns therefore claimed that not only did the operation bring about 
rapid and permanent cure of the endocervicitis, but that there were no ill 
effects obstetrically. 

The PRESIDENT was much interested in the good results obtained. 

Dr. DonaLD (Manchester) thought that in a number of cases (especially 
nulliparee) curetting should have been done, and he believed cure of the 
symptoms would have resulted. 

Dr. BuRNsS in his reply said that in earlier cases this had been done with 
unsatisfactory results. 


The Annual Meeting was held at Manchester on the 16th of January, 
1925. Dr. J. E. GEMMELL, (Liverpool) was elected President for the ensuing 
year. 

The Secretary’s Report and the Treasurer’s Report were presented and 
adopted. One new member was elected. 

The retiring President (Dr. DONALD) gave his valedictory address on 
the subject of 

THE UTERUS AS A CENTRE OF TOXINS AND IRRITATIVE PRODUCTS. 

He referred, in the first instance, briefly to the toxeemias of pregnancy 
and of the puerperium. Under this class he referred specially to two condi- 
tions, namely, toxic liquor amnii and toxic lochia. He mentioned a case 
of acute urticaria, which ‘was undoubtedly due to changes in the liquor 
amnii, and also to some cases of acute toxeemia coming on about the twelfth 
day of the puerperium, which were due to the accumulation of toxic lochia 
in a flabby uterus, the cavity of which was below the level of the cervix. 
He thought that there were cases in which these toxic elements, which 
were produced during abortion or confinement, might persist for a long 
time afterwards, and referred to a case of acute eczema which occurred some 
months after an abortion, and which resisted all treatment until the uterus 
was curetted, and then rapidly and permanently vanished. He believed 
that in many cases the heart was functionally affected through these toxins, 
and also the nervous system, and that they might play a part in causing 
rheumatic affections. The origin was not only in the contents of the uterus, 
but sometimes in its substance. There were undoubted indications that 
fibroid tumours of the uterus were associated with a toxic condition of the 
patient. This was most noticeable when a fibroid was undergoing rapid 
diminution at the menopause. There seemed to be disintegration of the 
growth and absorption of the products into the general system, and this 
was attended by palpitation, profuse sweating, loss of flesh and cachexia. 

The cases he had referred to occurred mostly in parous women, but he 
believed that they were sometimes seen in nulliparee and virgins. Under 
irritative products he included cases in which the effects seemed to be 
purely local. Sometimes these cases seemed to be the result of bacterial 
invasion, and sometimes they seemed to be due entirely to chemical irrita- 
tion, but it was not always easy to distinguish between them. The so- 
called senile vaginitis, and especially the cases associated with senile 
endometritis and pyometra, seemed to be associated with bacterial invasion. 
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Pruritis was another condition which might be due to the same cause, but 
it also occurred in single women. In the latter case it seemed to be often 
due to irritative elements in the menstrual discharge or to an irritating 
leucorrhcea. Another condition which he might mention as being often 
due to irritation was dyspareunia. In the very severe cases there was 
probably a nervous or even a mental element, but in the more common 
type he believed that a uterine discharge (which might be slight in amount) 
kept up a condition of local irritability. His practice was to dilate and 
curette in these cases, and the results had been more satisfactory than any 
other method of treatment. 

Finally, he thought that cervical erosion was in a great many cases the 
result of an irritating discharge from the uterine cavity. The general 
opinion seemed to be that it spread from below, and many seemed to think 
that it was most commonly caused by gonorrhoea. He thought that this 
cause was greatly exaggerated. The irritation might follow a confinement, 
but it was not uncommon in virgins. The teaching was largely that it 
was purely cervical in origin, but there were strong grounds for believing 
that it was caused by the discharge from the uterus. In all cases of 
cervical erosion, except where there were reasons to believe that it was the 
result of gonorrhoea, the cavity of the uterus should be curetted. It was 
not uncommon in these cases to remove by the curette large masses of 
glandular tissue. A condition which seemed to him to prove the irritative 
effect of an intra-uterine discharge was the so-called erosion of the posterior 
lip in cases of retroversion. The erosion was not confined to the posterior 
lip, as could be demonstrated by means of a volsellum, but it was chiefly 
situated there because the intra-uterine discharge, owing to the position of 
the uterus, was obliged to flow over the posterior lip of the cervix. 


Dr. DouGaL showed a very large ‘‘ Tarry cyst”’ of the ovary. The 
specimens consisted of two tumours removed from a young woman 30 years 
of age. She had been married four years but had never been pregnant. 
The symptoms complained of were pain, of no great severity, referred to 
the right lower abdomen, sometimes down-bearing in character, chronic 
dyspepsia and swelling of the abdomen, all of at least 18 months’ duration. 
She had suffered from severe dysmenorrhcea before marriage, but not since. 
The menstrual loss was normal. Her general health was fairly good, but 
she was somewhat anzeniic in appearance. 

On abdominal examination a tense cystic tumour was found extending 
about two inches above the umbilicus, but there was no tenderness on 
palpation. Per vaginam, this tumour was felt dipping into the pelvic brim 
and quite separate from the uterus, but in addition there was a smaller cyst 
adherent behind and to the left of that organ. Ovarian cysts were diagnosed 
and operation advised. 

On opening the abdomen the larger tumour was seen to arise from the 
right ovary and to be quite free from adhesions except on the posterior 
aspect of the broad ligament where it was firmly attached over a broad area. 
There was no definite pedicle. On puncturing the cyst wall with a trocar, 
tarry or chocolate-coloured contents escaped, and as there was little 
elasticity in the wall, they poured out all round as well as through the 
instrument. This was not an unusual happening in tapping ovarian cysts, 
but in this case the consistence of the wall appeared to be different from 
that ordinarily met with although it showed no evidence of necrosis or 





420 Journal of Obstetrics and Gynecology 


blood infiltration. Considerable difficulty was experienced in removing 
the tumour on account of its firm attachment to the broad ligament. 

On further exploring the pelvis another cyst was found occupying the 
position of the left ovary. It was about the size of a tangerine orange and 
adherent to the back of the uterus and corresponding broad ligament. On 
separating it a quantity of tarry fluid escaped. This tumour was also 
removed. 

I-xamination of the tumours. The large cyst measured about 10 inches 
in diameter and had thin walls except where adherent to the broad ligament. 
Its inner surface had no definite epithelial lining, but appeared to be 
composed of a striated layer of fibrin-like material. Outside this, the wall 
was composed of compressed ovarian tissue. He could produce no histo- 
logical evidence that the cyst was an adenoma of endometrial type, but this 
was only to be expected in view of the advanced stage of its development. 

The smaller tumour was a typicai tarry cyst and adenomyomatous tissue 
was found at the inner pole in the neighbourhood of the ovarian ligament. 

He was of opinion that both cysts were adenomata of endometrial type. 
The chief interest lay in the size of the larger tumour. As already stated, 
it measured 10 inches in diameter and the contents measured two pints. 
It seemed extraordinary that such a quantity of blood should be poured 
out as a result of the functional activity of implanted endometrial tissue. 
It might be suggested that the haemorrhage resulted from interference 
with the blood supply of the tumour, but there was no evidence of this— 
there was no pedicle and the patient had never had any acute symptoms. 
Tarry cysts vary much in size, but were rarely larger than a tangerine 
orange. The largest one in Sampson’s series of cases measured about five 
inches in diameter. 

Professor FOTHERGILI, showed a specimen of Heematometra associated 
with absence of the vagina, double haematosalpinx and ovarian blood cysts. 
See page 336 in this Journal.) 

Mr. Puitiies referred to a case of his, published 17 years ago, of 
hiematometra with haematosalpinx, 

Dr. HENDRY mentioned a case of haematometra and hiematosalpinx 
where removal of the one half of the uterus, which had no connexion with 
the vagina, was carried out. A few years later pregnancy occurred in the 
remaining horn and a full-term child was delivered. 

Dr. J. W. Burns read notes of a case of hydatidiform mole followed by 
chorio-epithelioma. The patient, 28 years of age, had had two children, 
the second four years ago. She was seen first on the 7th March, 1924, 
complaining of swelling in the abdomen and bleeding. Menstruation had 
been quite regular till 20th December, 1923, and then there was amenorrhcea, 
and she began to have bleeding on the 20th February, 1924. Bleeding had 
thus been present for sixteen days. During the past ten days a lump in 
the abdomen had been noticed. 

On examination the patient looked very ill and pale. There was a soft 
cystic swelling filling the left half of the lower abdomen and extending up 
almost to the level of the umbilicus. A second smaller tumour was felt 
centrally situated reaching up to a point mid-way between the pubes and 
the umbilicus. Bimanually the cervix, which admitted a finger, could be 
traced into the central tumour. A considerable amount of dark blood was 
present in the vagina. The clinical picture suggested a uterus pregnant 
ibout 16 weeks with a cystic tumour on the left side. 
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On the roth March, 1924, under anesthesia, the patient was examined, 
and, on passing a finger, nigh up into the cervix the abdominal tumour on 
the left of the uterus disappeared and the uterus then became symmetri- 
cally enlarged, and corresponded to a 20—22 weeks’ pregnancy. Blood-clot 
could be felt inside the uterus. The cervix was tightly packed with sterile 
gauze and the patient returned to bed. 


Two days later a hydatidiform mole was delivered, weighing twenty 
ounces. The patient was sent to a convalescent home at the end of ten 
days. The uterus at this time was slightly enlarged, the left appendage 
also being enlarged and tender. There was very little vaginal discharge. 

A month later the patient was re-admitted as the uterus was still 
enlarged and tender and there was a free pink vaginal discharge. A few 
days later, under anzesthesia, the uterus was explored and an attempt to 
clear the cavity of its contents with a blunt curette had to be abandoned. 
The abdomen was opened and the uterus, tubes, and ovaries removed. The 
patient made a good recovery and left the hospital within three weeks. She 
has recently been seen and is in good health. 

On cutting open the uterus a mass of chorioepithelioma was seen in 
the fundus penetrating into the muscular wall and the left ovary showed a 
theca-lutein cyst. Microscopic sections of the uterus showed the charac- 
teristic appearances of chorioepithelioma. The points of interest were the 
behaviour of the uterus on dilating the cervix, the size of the uterus com- 
pared with the period of amenorrhcea, and the rapidity with which the 
chorio-epithelioma showed its presence. 


Dr. DouGaL had operated on two cases of chorioepithelioma, and one of 
them had developed shortly after the expulsion of a hydatidiform mole. 
Abortion took place in the patient’s own home, and when admitted to 
hospital a few hours later she was in a very toxzemic state and had a foul 
vaginal discharge. It was not considered advisable to curette the uterus, 
but she was swabbed out and made a good recovery, leaving hospital at 
the end of a fortnight. She had been instructed to report again in a month 
and when she did so it was found that there had been some vaginal bleed- 
ing. On examination the uterus was felt to be enlarged to the size of a 
three months’ pregnancy and both ovaries were large and cystic and very 
mobile. The uterus and appendages were removed and she made an 
uneventful recovery. 

The uterus contained a large chorivepitheliomatous tumour at the fundus 
and both ovaries were converted into compound theca-lutein cysts. 

It was now three and a half years since the operation and the patient 
was still perfectly well and free from any recurrence. 


ADJOURNED DISCUSSION ON PELVIC ADENOMYOMA 


In opening the discussion on Dr. BAILEY’s paper read at the last meeting 
of the Society, the PRESIDENT congratulated Dr. Batley on the excellence 
of his paper and referred to several points 


Mr. W. GouGH congratulated Dr. Bailey on his paper and the beauty of 
his preparations. He thought the cell-implantation theory explained most 
satisfactorily many of the cases which had previously been so difficult to 
understand, particularly growths in the recto-vaginal septum and sigmoid. 
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The ‘ serosal’? theory of lwanoff should be entirely supplanted by this 
new view. He thought, however, that there was still room for Cullen’s 
mucosal theory and for the theory and development of these tumours from 
Miillerian ‘“‘ rests.’”’ A case he had recently operated on was one of a 
tumour over the left pubic spine. This became swollen and painful at 
each menstrual period, and at operation proved to be an adenomyoma of 
the round ligament. There was no evidence of any intra-pelvic disease and 
no hernial sac, so this tumour could not be accounted for by the implanta- 
tion theory. 


Mrs. Barton Hau, in thanking Dr. Bailey for his interesting paper, 
said that his photographs were most convincing. She had noticed gland 
spaces similar to endometrial glands lying in the ovarian stroma near to 
the surface several times while examining sections of ovarian tissue 
microscopically. The first point she brought forward was whether the 
theory that only a very small amount of epithelium was lost in menstrua- 
tion was to be overlooked, for solitary cells could hardly be expected to 
survive long enough to reach the ovary and there penetrate that organ and 
give rise to a complete endometrium consisting of glands and stroma. 
Perhaps retrograde menstruation, which was a pathological process, accord- 
ing to Dr. Bailey, was associated with other pathological changes including 
an increase in loss of surface epithelium. The second point was that if 
this epithelium was active enough to embed itself in the wall of the ovary, 
why did it not embed itself in the wall of the vagina through which it 
passed very soon after separation? But adenomyoma of the vagina was not 
described. Yet chorio epithelioma in which similar process of embedding 
took place did occur in the vagina. She closed by putting the following 
questions to Dr. Bailey :— 


1. What is the exciting cause of retrograde menstruation ? 

2. What is its frequency ? 

3. Why should simple epithelium act like malignant epithelium by 
embedding itself in other tissues ? 

4. Do the growths described by Dr. Bailey tend to become malignant ? 


Professor FOTHERGILL wished to thank Dr. Bailey for his paper, which, 
he thought, was one of the best that had ever been presented to the Society. 
He wondered whether menstrual back flow was an isolated occurrence or 
whether it took place time after time in certain women. This was a ques- 
tion of practical importance for the following reasons. Doubtless, in most 
cases of tarry cysts, the organs were so injured that the proper treatment 
was to remove both appendages together with the body of the uterus. But 
one sometimes found adherent ovaries containing very small tarry cysts. 
Was it necessary in such cases to do a radical operation in order to secure 
the patient against future back flow and further formation of lesions? Or 
was it safe to leave the patient with a working set of reproductive organs ? 
Only last week he had had such a case, and had left the uterus, one sound 
tube and one sound ovary, removing the appendages on one side and 
separating certain adhesions. He hoped that the future of the’ patient 
would justify this course. 


Miss IvENS congratulated Dr. Bailey on his valuable and interesting 
paper, and asked if he included tubal adenomyomata associated with pelvic 
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tuberculosis in his classification? With regard to the treatment of localized 
uterine ‘‘ adenomyomata ”’ she had been able in one or two instances to 
excise them without removing the uterus. Miss Ivens had seen retrograde 
menstruation from the tubes in a case where the abdomen had been opened 
during menstruation. 


Dr. DouGal said they were much indebted to Dr. Bailey for his brilliant 
paper and for the extraordinary lucid way in which he had brought his 
views forward. There was no doubt that he had advanced their knowledge 
of the pathology of these interesting growths. He agreed that cases of 
adenomyoma should be divided into two groups: firstly, the well-under- 
stood tumours affecting the uterus only and originating by direct extension 
of the endometrium into the muscular wall, and secondly, those growing in 
the peritoneal cavity or involving the various organs found there, i.e., the 
ovary, tube, uterus and ligaments, sigmoid, appendix and so on. He saw 
no difficulty about including tumours involving the recto-vaginal space in 
the latter group. Dr. Bailey had gone so thoroughly into the morbid 
histology of the condition that he hesitated to criticize any of his 
views, but nevertheless he thought that the evidence in favour of the 
Fallopian tube type of growth was not very convincing. It appeared to 
rest chiefly on the fact that the cells in these particular cases were ciliated, 
but the uterine cavity was also lined by ciliated epithelium, and he saw no 
reason why the so-called Fallopian tube growths should not originate from 
that source. Again, he could not understand why menstrual hemorrhage 
should be associated with the activity of tubal epithelium. It had been 
abundantly proved that at any rate the great majority of adenomyomata 
were derived from the uterine endometrium, and there was no doubt that 
retrograde menstruation furnished the most reasonable explanation of how 
the implants reached the peritoneal cavity. Retrograde menstruation did 
undoubtedly occur—it had been observed during abdominal operations 
performed during the menstrual period, and Dr. Bailey, in some of his 
beautiful slides, had clearly demonstrated the presence of blood in the 
Fallopian tubes in specimens removed during menstruation. It was quite 
true that adenomyoma had been found in certain situations not so easy to 
explain by these theories, but he thought that all of them could be so 
explained. In the case of the umbilical tumours, for instance, the endome- 
trial implants might be carried up into the abdomen on the fundus of the 
distending bladder and deposited about the navel. It had been proved that 
pieces of endometrium transplanted into the peritoneal cavity were capable 
of active growth in the new situation. Victor Jacobson had carried out the 
experiment successfully in rabbits and certain clinical observations lent 
further support, as for instance, cases of adenomyoma occurring in the 
abdominal scar after certain operations on the pelvic organs. Sampson, in 
his paper on “ Benign and malignant endometrial implants and_ their 
relation to certain abdominal tumours,’’ referred to four such cases. One 
followed a hysterectomy for adenomyoma of the uterus and recto-vaginal 
septum, two followed ordinary Cresarean sections, and the remaining one 
occurred in a woman who had had three abdominal operations— Czesarean 
section, salpingectomy for tubal pregnancy and sub-total hysterectomy 
the tumour in the scar being observed a few weeks after the last operation. 
Lochrane had also reported a case where a typical adenomyoma occurred in 
the abdominal wall three years after a ventral suspension operation. If 
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they accepted the endometrial origin of these tumours as proved and retro- 
grade menstruation as the process by means of which the implants reached 
the peritoneal cavity, there still remained certain problems to be solved 
before the subject was fully understood. Was retrograde menstruation a 
frequent occurrence ? and what conditions of the uterus predisposed to it ? 
One would have expected it to occur in the large uteri of women who had 
been pregnant many times, but actually a very large proportion of cases of 
adenomyoma were met with in those who had never been pregnant, or who 
had had only one or two children. In 47 of his own cases there were four 
single women and 18 nulliparee, and amongst those with children the 
average number was two. 


The association of uterine fibroids with adenomyoma had also been 
frequently noted and there would appear to be some connexion between the 
two conditions. Fibroids were present in 17 out of 45 of his own cases. 
If retrograde menstruation was to be looked upon as a harmless variation 
of the normal function, why should the endometrial implants grow with 
such vigour in certain cases? Presumably there might be some preceding 
disease of the endometrium, and the association of tubercle with adeno- 
myoma in various situations and with salpingitis isthmica nodosa was 
interesting in this connexion. It was quite possible too that a backward 
flow of menstrual blood might carry infected material into the peritoneal 
cavity and be responsible for those acute symptoms which often occurred 
during the menstrual period in cases of pelvic infection. That, however, 
was beyond the scope of the present discussion. 

It was important that there should be some uniformity in the nomen- 
clature of the tumours they were discussing. At present, there was much 
confusion, and he did not think that Dr. Bailey had improved matters by 
suggesting another name. There were obvious objections to the term 
‘adenomyoma,”’ although it was the one most frequently applied— muscle 
fibres were not always present and indeed were not an essential component 
of these tumours. He thought that the terms ‘‘ endometrioma ”’ and 
‘‘endometriomyoma,” as suggested by Blair Bell, were the best so far 
suggested, and it would be a good plan if they were universally applied. 


Dr. BAILEY, in his reply, said he had no doubt that this condition had 
been mistaken many times in the past for chronic inflammatory disease of 
the pelvic organs, and also for carcinoma of the rectum, and that some 
‘‘ spontaneous cures ’’ of the latter condition had been really due to retro- 
gressive changes in this tumour at or after the menopause. He believed 
that when portions of the large intestine were infected direct contact with 
the pelvic growth, at some time, was responsible. 

The theory of retrograde menstruation did not, of course, apply to the 
diffuse type of uterine adenomyoma, whose mucosal origin was clearly 
demonstrated by Cullen in 1898. 


Emil Novak, in his monograph entitled ‘ Menstruation and its dis- 
orders,’’ mentioned two views with regard to the amount of epithelium 
lost from the uterine endometrium during menstruation, the first, that none 
was shed, and the second, that almost the whole of it was lost. Dr. Bailey 
believed that, at any rate, a considerable quantity was cast off. At the last 
meeting he showed a micro-photograph to demonstrate this point. 

Misplaced endometrium penetrated the tissues of the ovary most easily. 
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The uterine muscle was the next most favourable soil for its growth, and 
after that the various pelvic ligaments and peritoneal surfaces. The 
vaginal wall is often invaded to a certain extent by small nodules of growth 
formed on its peritoneal surface. 


Dr. Bailey was unable to say what incited misplaced endometrium to 
invade the pelvic organs. He had never found any trace of bacterial infec- 
tion in these growths, and cultures from the chocolate fluid blood were 
always sterile. He had never observed a case exhibiting malignant change. 
The association of the growth with uterine fibroids was well known. 

Dr. Bailey believed that the histological characteristics of the epithelium 
in the two types of the tumour which he described were distinct. In the 
endometrial type columnar cells, evenly arranged, straight-sided and of 
even width, with clear, clean-cut surfaces, and nuclei near the base were 
seen. The Fallopian tube type of cell, on the other hand, had a broad 
surface and a tapering base, concave sides and a nucleus situated nearer 
the surface. These cells were jumbled together when in rows and their 
suriaces exhibited coarse cilia dusted over with fine, fibrinous debris. 
Cilia were extremely difficult to demonstrate in uterine epithelium, but this 
was not so in the case of the long coarse cilia of the tubal epithelium. 

There was no microscopical evidence of any pre-existing disease of the 
endometriuin concerned in these tumours. Dr. Bailey believed that the 
origin of these tumours was the same when they were present in the round 
ligaments. 


He wished to emphasize one or two points with regard to the pathology 
of this pelvic condition. He had shown that a process of invasion by 
misplaced epithelial elements was responsible for these tumour formations. 
With regard to the ovary, therefore, it was eventually excavated by the 
formation of a cavity in its substance, and even in the advanced stage when 
it might be the size of a tangerine orange, or larger, there was no evidence 
of the formation of a cyst wall—a ‘ blood cavity,’’ not a “ blood cyst ’’ was 
formed. He therefore thought that the term ‘‘ tarry cyst ’’ was wrong and 
that ‘ ovarian blood cavities,” or ‘‘ menstrual blood cavities of the ovary,” 
should be substituted. He had also shown that the affected ovaries were 
adherent at an early stage to neighbouring structures and remained so 
throughout the life history of the tumour formed in association with them. 
The ‘“ site of rupture,’? he held, was merely the original site of implanta- 
tion. Sampson regarded the ovary as the ‘ primary site, hot bed or 
incubator,’ for these pelvic growths and other instances as secondary to 
‘rupture of the ovarian hematoma.”’ Dr. Bailey believed that this was 
not so. The chocolate-coloured fluid blood contained in the ovary was 
absolutely inert; it was the result of long-retained menstrual products from 
the invading endometrium and composed of old blood, extravasated blood 
pigment, epithelial debris and phagocytic cells, and contained no bacteria, 
or any cells capable of growing. He would also point out that the ovaries 
are not necessarily affected in this condition. He had seen cases in which 
tumour formation was confined to the recto-genital space. 

Dr. Bailey believed that the invading elements were deposited upon the 
various pelvic organs, periodically, possibly at cach menstrual period in 
some women, but did not necessarily invade at each deposition. He 
believed that a far larger percentage of women suffered from retrograde 
menstruation than was at present supposed, or would be supposed from 
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the relative frequency of these growths. Sampson estimated these cases 
formed io per cent. of his abdominal sections. This was a large percentage, 
but when it was realized that only a percentage of women with symptoms 
came for operation, that only a perecntage of these growths gave rise to 
symptoms, and that only a percentage of depositions of endometrial, or 
Fallopian tube epithelium, on the surfaces of the pelvic organs caused the 
formation of these growths, it would be understood that the phenomenon 
of retrograde menstruation must be more common than hitherto supposed 
and might be one of the great factors in the causation of dysmenorrhecea in 
young women. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, Feb. 13th, 
1925. Sir WILLIAM SMYLY (in the absence of the President) in the Chair. 

The Master of the Rotunda showed two specimens : (1) A uterus removed 
for acute puerperal sepsis. This patient, on admission to hospital a week 
previously, had an acutely septic uterus, due to puerperal infection. She 
had been married for six years, and had three children, aged 44, 34, and 
2 years. She had last menstruated on October 18th. She stated that she 
had had an abortion about January 15th, but was not very definite as to 
when the abortion came away. She went toa doctor who gave her medicine 
which stopped the bleeding for a bit, but it came on again, and she was 
douched by the local midwife on two or three occasions. She then got 
abdominal pain, and came into hospital to be curetted for a possible incom- 
plete abortion. She looked very anzemic and as if she had gone through 
a very acute fever, and she had a temperature of 1o1°. There was some 
tenderness of the abdomen, and possible rupture was thought of, but the 
uterus was rather too big for this. The abdomen was opened and on the 
left side there was some omentum, and fairly light adhesions. There was 
a little discharge of pus, and a certain amount of thickened parametrium 
and ovarian ligament. The right ovary was removed. It was now just a 
week since the operation and the patient was now up. For a few days after 
operation her temperature had been up, but it was now normal. Her pulse 
had been quiet all through. 

The second was a case of possible abortion. The patient on admission 
had a temperature of 103°. The cervix was dilated so as to admit a finger ; 
the uterus was cleared out and douched. Next day the patient had a good 
deal of pain, and a vaginal hysterectomy was done. Absolutely free 
drainage was allowed, but the patient died about 18 hours after the 
operation. 

In both these cases an infection of pure haemolytic streptococcus was 
found. Dr. FitzGibbon was of opinion that in cases of puerperal infection 
hysterectomy sometimes did good, and other times it did not. He had done 
it in three other cases hoping that he would get at the centre of infection, 
and get the condition stopped, but all these patients had died. 


Sir WILLIAM SMYLY said that hysterectomy in cases of puerperal sepsis 
was an operation which one heard of sporadically, and was sometimes 
successful, and other times unsuccessful. It was like transfusion, which 
was done in some cases with great success, and in others with absolute 
failure. In spite of this, however, transfusion had now become a_ well- 
established and safe operation, and he hoped that hysterectomy for sepsis 
would soon come to be looked on as a well-established and safe operation 
also. He did not think it had vet reached that point, but he hoped it would 
in the near future. One of the chief difficulties was to know in what cases 
it should be done. Tf it was done in cases which were not very bad, one 
sometimes thought that perhaps it had been done too soon, and that the 
patient might have got well without removal of the uterus, whereas if one 
waited till one was certain that it was a bad case, it was very probable that 
the patient would not recover. He personally thought that in determining 





428 Journal of Obstetrics and Gynecology 


when to operate and when not to, the chief thing to know was the virulence 
of the micro-organism which was causing the fever. He referred to Philips’ 
method of determining the virulence of micro-organisms, and said that he 
personally thought a blood sinear should be taken from every patient, and 
if the micro-organisms present were very virulent, he would not do any- 
thing, but if they were not very virulent, he would try active treatment at 
once. He did not think that hemolysis was sufficient proof of the virulence 
of the micro-organisms. Regarding the active treatment of cases of 
abortion, he did not think that in this country we could follow the same 
treatment in these cases as was carried out in Germany, but that we should 
form our own opinions. In Germany there were about 1,000 abortions in 
a year, and over here the number was nothing like that, but in Germany 
about go per cent. of these were criminal abortions. Streptococcal infection 
of the uterus was very different from putrefactive infection. The subject 
was one which touched on the most burning questions in obstetrics at the 
present time. 

Dr. BETHEL SOLOMONS said that obviously the correct treatment had been 
carried out in the first case. He had the good fortune to see the specimen 
immediately after its removal, when the presence of pus on the serous 
surface of the uterus was very evident, and he believed that nothing but 
hysterectomy would have saved the life of the patient. The operation was 
satisfactory except for the fact that generalization was impossible ; in other 
words that indications could not be laid down for and against hysterectomy 
as a treatment for puerperal sepsis. On this occasion the upper portion of 
the uterus was mobile, while there was some amount of fixation in the 
neighbourhood of the parametria. It might be possible to lay down an 
axiom that when the uterus was enlarged, free in its upper portions with 
some projections giving the idea of abscesses, and when other symptoms 
of sepsis were present, the uterus might be removed to prevent the infection 
from becoming general. In a recent article Auvray gave some statistics 
in which he had six deaths in nine cases—not a very inspiring result. 
With regard to the second case reported by Dr. FitzGibbon, the uterus was 
cleared out “‘ in the ordinary manner.’ What was the ordinary manner at 
present in vogue at the Rotunda? Was active or passive treatment the 
routine for septic abortion ? 

In comparing the two specimens one was struck by the fact that in the 
successful case there were multiple abscesses in the uterus, in the fatal 
case there was no sign of abscess. 

Dr. D. J. CANNON, referring to hysterectomy in cases of sepsis, said that 
he had always thought that the real type of case in which this operation 
was indicated was that in which there were septic thrombi, and he wondered 
why such cases were not dealt with by surgery. It was interesting to note 
that there was no pus present in the tubes in the case that recovered, 
because, according to Blair Bell, pus was only found in the tubes in cases 
of abortion. 

The MASTER OF THE ROTUNDA replied. 

Dr. J. S. Quin read notes on Laryngeal obstruction in a new-born child. 

The causes and treatment of the various types of asphyxia usually met 
with in the new-born infant are too common to require even mention, but 
a case of gradually increasing asphyxia with dyspnoea eventually requiring 
an immediate tracheotomy is at least rare enough to be worth mentioning. 
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The actual details of the case are as follows: The infant, a female, was 
born on the 7th June last after a normal labour of less than 12 hours’ 
duration, labour terminating spontaneously without trouble. It was the 
patient’s second child, the first having died shortly after birth with a 
spina bifida. In this case the presentation was quite normal and there 
was no interference except the administration of some chloroform while 
the head was being born. The infant appeared quite normal at birth save 
for a barely noticeable inspiratory stridor which was only present when 
the child was taking the deep inspirations prior to crying. When not 
crying there was no difficulty in breathing and no particular notice was 
taken of the condition. During the next 24 hours the stridor became more 
marked and during the attacks, which only occurred when the child tried 
to cry, cyanosis became evident, but between the attacks the infant appeared 
all right. 

During the next 12 hours, however, the frequency of the attacks of 
dyspnoea increased, inspiration became violent and laboured with great 
sucking in of the chest walls and a very marked cyanosis was constantly 
present. 

During the quiet intervals breathing was short and rapid, inspiration 
being accompanied by a faint audible catch in the throat quite unlike the 
sound produced by a plug of mucus in the air passages. Eventually the 
condition became very grave, violent straining efforts at inspiration only 
resulting either in no sound at all or at most in the production of a hoarse 
gasp, while the staring eyes and agonized expression on the child’s face 
made one feel that any treatment to relieve the condition, however heroic, 
was justifiable. A high tracheotomy was accordingly done, the opening in 
the trachea being kept open temporarily by sutures between the trachea 
and the skin and by a small glass tube. The operation was accompanied 
by a good deal of venous bleeding which ceased when the congestion and 
cyanosis were relieved by the recurrence of free inspiration. 

Within 24 hours the child was able to swallow small amounts of water 
and was subsequently fed on breast milk drawn off, which was later supple- 
mented by Nestle’s. At the end of three days an ordinary tracheotomy 
tube was substituted, and this was kept in for another eight or nine days. 
The infant was now breathing partly through the tube and partly by the 
mouth, and as the wound gradually healed normal respiration was again 
established. 

The child was seen by Dr. Graham on the 12th day after operation and 
he then reported an apparently normal larynx and removed the tracheal 
sutures, and in his latest report some days ago he says that the breathing 
is quiet except when she struggles or cries there is an inspiratory grunt 
rather than a stridor. There is also some sucking-in of the xiphoid region. 
The larynx appears to be working normally and the vocal cords are freely 
movable. 

The only explanation that I can suggest to explain the case is that the 
obstruction was due to an effusion in the larynx, possibly due to trauma 
from the use of a mucus catheter, but in this case one would expect the 
condition to be rather of more frequent occurrence. 

The infant is now eight months’ old and quite well in every respect. 
The inspiratory grunt referred to is brought on by exertion, by retracting 
the head, and is often present after feeding. Otherwise the child is well 
able to make the-usual noises common to its age and sex. 
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Dr. T. O. GrauwaM, in congratulating Dr. Quin on the success of this 
case, said that instead of tracheotomy, intubation might have been done, 
but obviously tracheotomy was indicated. Although he had seen the child 
on several occasions he had never been able to find any real obstruction in 
the larynx, and he had found no swelling in the larynx either. He thought 
that possibly it was a syphilitic infection, and he had given the child 
syphilitic treatment, but whether the improvement in its condition was 
due to this, or whether it would have got well in any case, he could not 
tell. He did not think it was a syphilitic infection, as. if it had been, the 
mucous membrane would have been succulent. On exertion the child had 
some respiratory difficulty, but if it was quiet it had none. 

Sir WILLIAM SMyLy asked if the condition could possilby have been a 
nervous one. 


Dr. A. K. DAVIDSON said that he had treated a somewhat similar case, 
but this case had turned out to be an infection of the larynx. Dyspnoea 
had come on about 24 hours after birth, but the child got well in a couple 
of days. The condition was a very rare one. 

Dr. GIBBON FITZGIBBON said that this was a very curious inflammatory 
condition which had developed 24 hours after birth, and he wondered if it 
might have been a sort of voluntary stridor on the part of the child. He 
had seen a child which, when asleep, was quite all right, and made no 
noise, but when awake, if anyone was watching, made an awful noise. 
The father was asthmatic, and the parents were afraid of this in the child, 
but when the child was 15 months old it got quite all right. 

Dr. J. F. Quin, in replying, said that the child was not really bad at 
first, but got worse, and he made a very thorough examination. He 
examined the throat very carefully, and there was no trace of any infection 
there, or indeed anywhere else, but the tongue was dragged back towards 
the back of the mouth, and he thought that perhaps this was causing the 
obstruction, and he passed a suture through the tongue to the chest to see 
if by that means he could get the child to breathe, but he could not. He 
did not really think that tracheotomy would save the child, but he thought 
it might save it from dying in pain, but it turned out that it saved its life. 


The MASTER OF THE ROTUNDA showed a specimen of a hemorrhagic 
infarct on an ovarian fibroid. The patient had had five children, and an 
abortion a year previously, and before admission had been in bad health 
for about two months. She complained of low abdominal pain, and her 
temperature was 102°. At operation an ovarian tumour with twisted 
pedicle was found. No epithelium was visible, but the haemorrhages had 
formed cysts in places. 


A Meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, March 
2oth, 1925, the President, Dr. Louis Cassipy, in the Chair. 

Dr. WALTER SCHILLER read a paper on Endometrioma. 

The PRESIDENT said he felt they had all learned a great deal from Dr. 
Schiller’s paper. Dr. Schiller had treated the subject in a very thorough 
fashion, and his exposition was very clear indeed. 

The MASTER OF THE ROTUNDA read the Rotunda Hospital Report. 
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Sir WILLIAM SMYLy, in congratulating the Master of the Rotunda on his 
report, and on the excellence of his results, said that a mortality of ten (out 
of which three patients were in a hopeless condition when admitted), which 
left only seven deaths out of 1,703 cases, was very small, and a mortality of 
three in the Gynzecological Department of the Hospital, was very remark- 
able. Regarding the treatment of abnormal presentations; he felt that 
occipito-anterior presentation was a great advantage. He noted that the 
cases in which this had not been done had ended favourably, but in spite 
of this he thought that occipito-anterior presentation was much better than 
occipito-posterior presentation. With regard to transverse presentations ; 
he thought there was a little uncertainty about the nomenclature, as all 
these cases were put down as cases of internal version. Some of them were 
delivered by bipolar version, although this was not mentioned in the report 
at all. Some cases were put down as acute sepsis, which he did not think 
were really cases of acute sepsis. He thought that this term should be 
limited to cases of acute lymphatic sepsis. He drew attention to the great 
importance of the pre-natal examinations of all patients. He did not agree 
with Dr. FitzGibbon’s remarks about primary uterine inertia, except when 
he (Dr. FitzGibbon) said that when the condition was called primary uterine 
inertia, it was a misnomer. He personally was of opinion that patients 
suffered from this condition in first pregnancies, but not in subsequent 
ones. If this condition had anything to do with the energy of the uterus 
as a primary thing, he thought it would occur in other pregnancies as well 
as in the first pregnancy. He thought the best name for it was “‘ lingering 
labour,’ and for this he thought there were two causes : (1) great nervous- 
ness—when the patient was given morphia, her nerves were soothed, and 
labour proceeded much better, and (2) rigid cervix. If one tried to stretch 
the cervix it burst. When the uterus contracted, and pressed on the ovum, 
the most powerful part of the uterus was the middle, and this elongated 
the ovum, and the weaker part of the uterus gave way. It was interesting 
to note that so many of the cases of accidental heemorrhage were toxzemic, 
for he personally believed that almost every case of serious accidental 
hzemorrhage was the result of toxcemia. Douching was the great question 
at present, but in his opinion the non-treatment of septic cases, especially 
of putrid cases, have been carried too far. Althowgh in the past, too much 
had been done in these cases, he thought that the tendency now was to do 
too little. 

Dr. BETHEL SOLOMONS, having added his congratulations on the excel- 
lence of the report, asked what suture material had been used in the 
Ceesarean operations where natural delivery had occurred afterwards. He 
suggested: that alternate cases of breech presentation should be treated by 
version to vertex, and without version: in that way knowledge would be 
gained as to which was the better. He had used forceps in the full breech. 
While in Dublin there was no indication for Kielland forceps, as ‘‘ high ”’ 
forceps were not applied, he thought that they might be tried on the breech. 
Forceps on the after-coming head were not satisfactory. 

What was the method used in reposition of the cord? He (Dr. 
Solomons) was still not impressed by the idea of decapitation of the fore- 
coming head : he believed it meant more manipulation, and sepsis followed 
this method in the two cases tried during the year. He regretted to see 
that intern pelvimetry was so little practised. With regard to the treat- 
ment of pyelitis, it had lately been found that copious draughts of plain 
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water had as much if not more effect than any drugs. Was corpus luteum 
used in the treatment of hyperzemesis gravidarum? Nine cases of eclampsia 
with no death was a matter for hearty congratulation. 

Dr. R. J. ROWLETTE said he thought the Master of the Rotunda and his 
Assistants were to be congratulated not only on the amount of work which 
had been done in the hospital during the year, but on their promptitude in 
getting the report out. He was particularly struck with the magnificent 
record achieved in the treatment of cases of eclampsia. Anyone who had 
treated cases of this condition before the revolution in treatment was 
brought about by Dr. Tweedy must see what an enormous difference his 
treatment has made in connexion with this disease. Even one year without 
a death was a splendid record. The number of patients who had suffered 
from fits in the Rotunda proved that the statement that cases of severe 
eclampsia never took place in Ireland was incorrect. There seemed to have 
been an unusual number of cases with insanity. He would like to know if 
in any of these cases the insanity was associated with a septic morbidity, 
as it was often suggested that insanity was due to a definite sepsis. Cases 
of acute melancholia were also often due to sepsis. He was disappointed 
that more information had not been given as to the treatment of sepsis in 
the cases mentioned. No mention had been made of the use of vaccines, 
and he supposed (judging by this fact) that he was right in concluding 
that the use of vaccines had been abandoned at the Rotunda. If this was 
so, he thought it was a matter of regret. All those who had seen vaccines 
used in the Rotunda some years ago were convinced that by their use a 
certain amount of success was achieved. He was also disappointed that in 
the report there was comparatively little of interest from the pathological 
point of view, and he could not but regret that there was not the same 
amount of pathological work being done inside the hospital as there was 
provision for in former years. He did not think that pathological work 
when done outside the hospital had the same interest for the students and 
nurses as it had when done in the hospital itself. 

Dr. D. J. CANNON referred to the use of atropin in cases of primary 
uterine inertia. It was sometimes said that this condition only occurred 
in elderly women, but he thought it was also found in young women, who 
before marriage had suffered from dysmenorrhcea. He asked if Dr. Fitz- 
Gibbon had followed up the cases of pyelitis to see if they were cured. 
He thought that cases of hemorrhage afforded opportunities for the carry- 
ing out of research work. 

The Master OF THE RoTuNDA replied, and the meeting concluded. 





